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STOP AIDS IN PRISON ACT OF 2007, AND THE 
DRUG ENDANGERED CHILDREN ACT OF 2007 


TUESDAY, MAY 22, 2007 

House of Representatives, 

Subcommittee on Crime, Terrorism, 

AND Homeland Security 
Committee on the Judiciary, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 12:39 p.m., in 
Room 2226, Rayburn House Office Building, the Honorable Robert 
C. “Bobby” Scott (Chairman of the Subcommittee) presiding. 

Present: Representatives Scott, Waters, Johnson, Forbes, and 
Coble. 

Staff present: Bobby Vassar, Subcommittee Chief Counsel; Ra- 
chel King, Majority Counsel; Veronica Eligan, Professional Staff 
Member; and Michael Volkov, Minority Counsel. 

Mr. Scott. The Subcommittee will come to order. 

I am pleased to welcome you today to the hearing before the Sub- 
committee on Crime, Terrorism, and Homeland Security on H.R. 
1199, the “Drug Endangered Children Act of 2007,” and H.R. 1943, 
the “Stop AIDS in Prison Act of 2007.” 

We will first take up H.R. 1199, the “Drug Endangered Children 
Act of 2007.” Congressman Cardoza is the primary sponsor of the 
bill, which would extend funding for the Drug Endangered Chil- 
dren Grant Program through fiscal year 2008 and 2009. 

This grant program was first authorized in title 7 of the USA Pa- 
triot Improvement and Reauthorization Act of 2005, which author- 
izes up to $20 million a year for grants to address this problem. 

One of the most troubling aspects of drug use is its impact on 
children. According to the I)rug Enforcement Agency, over 15,000 
children were found at methamphetamine labs from 2000 to 2004. 
The problem is not limited to methamphetamine use. A Health and 
Human Services study found that over 1.6 million children live in 
homes where a variety of illicit drugs are used. 

These drug-infested conditions stretch child welfare agencies be- 
yond their capacity because of increased violence and neglect. 

On February 6 of this year, the Subcommittee held a hearing on 
H.R. 545, the “Native American Methamphetamine Enforcement 
and Treatment Act of 2007,” which was passed out of this Sub- 
committee and out of the full Judiciary Committee. 

A central provision of H.R. 545 extends eligibility for Drug En- 
dangered Children grants to Native American tribes. However, un- 
less this bill passes the authorization for Drug Endangered Chil- 
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dren grants will expire this year, negating the efforts to help Na- 
tive American children. 

After we take that bill up, we will take up H.R. 1943, the “Stop 
AIDS in Prison Act.” The gentlelady from California, Ms. Waters, 
introduced H.R. 1943, a bill similar to H.R. 1638, which she intro- 
duced in September of 2006. 

The bill would create comprehensive HIV/AIDS programs in Fed- 
eral prisons that would educate, diagnose and treat prisoners who 
are infected with HIV/AIDS and prevent those who are not infected 
from becoming infected. Yet the HIV/AIDS epidemic is spreading at 
an alarming rate, especially in minority communities. 

According to the Centers for Disease Control and Prevention, the 
CDC 2005 statistic states racial and ethnic minorities comprise 69 
percent of all new HIV/AIDS cases. Furthermore, 41 percent of all 
prisoners in Federal prisons at the end of 2004 were African-Amer- 
ican. 

These statistics show a clear need to educate prisoners about 
HIV/AIDS prevention, to detect existing cases and to treat those in- 
fected. Education, detection and treatment will not only protect 
prisoners, it will protect the prison personnel. Additionally, the 
treatment and education that the prisoners receive while incarcer- 
ated should help decrease the spread of the disease to the commu- 
nity upon their release. 

H.R. 1943 seeks to provide an effective HIV/AIDS program in 
Federal prisons for educating, detecting and treating HIV and 
AIDS. Under the bill, all inmates would have access to scientif- 
ically accurate education and prevention programs which may be 
provided by community-based organizations, local health depart- 
ments or inmate peer educators. The information would be ex- 
pressed in a culturally sensitive way, including the availability of 
a variety of languages and an audio format for those with low lit- 
eracy skills. 

Detection, the second portion of the program’s approach, would 
begin upon a person’s entry to the prison system. All people enter- 
ing the system would be detected unless declined by the prisoner 
and would continue throughout the prisoner’s incarceration, includ- 
ing annual testing available to all prisoners upon request and man- 
datory testing to prisoners who have been involuntarily exposed to 
the virus or to prisoners who become pregnant while incarcerated. 

Finally, the treatment portion of the program would ensure that 
infected persons receive timely comprehensive medical treatment 
consistent with the current Department of Health and Human 
Services guidelines and standard medical practice. Treatment op- 
tions, confidentiality, counseling and access to medications would 
all be available to prisoners and medical personnel would help de- 
velop and implement procedures to safeguard confidentiality. 

Before re-entry into the community, HIV-infected prisoners 
would receive referrals to appropriate health care providers, addi- 
tional education about protecting their family members and others 
in their community and a 30-day supply of medications to hold 
them over until they can connect with services in the community. 

It is now my pleasure to recognize the esteemed Ranking Mem- 
ber of the Subcommittee, my friend and colleague from Virginia, 
the Honorable Randy Forbes, for his comments. 
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Mr. Forbes. Thank you, Chairman Scott. And I appreciate, as al- 
ways, your holding this legislative hearing on H.R. 1943, the Stop 
AIDS in Prison Act of 2007, and H.R. 1199, the Drug Endangered 
Children Act. 

I want to acknowledge the dedicated work of representative Max- 
ine Waters, who has been a tireless advocate on the issue of HIV 
and AIDS in prison. I am proud to be an original cosponsor of H.R. 
1943, the Stop AIDS in Prison Act. 

I also want to acknowledge the commitment of Ranking Member 
Smith, who is a cosponsor of the same bill in the last Congress and 
a cosponsor of this year’s version. 

It is certainly great to see our friend Congressman Cardoza here 
today to testify and also a true superstar, Mr. Mitchell, who is here 
with us today. And we look forward to the very distinguish panel 
to testify. 

In 2006, the Department of Justice reported that approximately 
1.9 percent of State prison inmates and 1.1 percent of Federal in- 
mates were known to be infected with HIV. The rate of confirmed 
AIDS cases is three times higher among prison inmates than the 
United States general population. 

These statistics, however, may understate the problem, because 
the Bureau of Prisons is responsible for housing all Federal in- 
mates, and almost all States do not test all inmates for HIV. 

The need for testing at the Federal and State level is readily ap- 
parent. There are approximately 170,000 inmates in Federal pris- 
on. BOP tests inmates who requested tests, fall within a high-risk 
group, have clinical indications of HIV related or are involved in 
an incident when HIV transmission may have occurred. Forty-eight 
States test inmates if they have HIV-related symptoms or if the in- 
mates request the test. Only 18 States test all incoming inmates. 
Only three States test inmates upon release. 

H.R. 1943 requires routine HIV testing for all Federal prison in- 
mates upon entry and prior to release from Federal Bureau of Pris- 
on facilities. Under the proposal for existing inmates, the Bureau 
of Prisons has 6 months from enactment to offer HIV/AIDS testing 
from inmates. The bill also requires HIV/AIDS awareness edu- 
cation for all inmates and comprehensive treatment for those in- 
mates who test positive. 

While H.R. 1943 addresses the problem in the Federal system, 
I hope that we can also examine the need for testing, education 
and prevention in State prisons. If we truly care about successful 
rehabilitation and re-entry of prisoners, we must address this prob- 
lem at the State level as well. 

I also want to indicate my support for H.R. 1199, the Drug En- 
dangered Children Act, which is also a subject of today’s hearing. 
The bill extends the authorization for the current grant program to 
address the problem of drug endangered children. 

It is a sad consequence of our Nation’s drug problem that drug 
traffickers have such a devastating impact on innocent children 
who happen to reside in a house used to facilitate the production 
and distribution of illegal drugs. 

We owe it to our Nation’s children to do all that we can to protect 
them and provide them the services needed to allow them to grow 
and develop in a health, loving home. 
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I look forward to hearing from today’s witnesses. 

Mr. Chairman, I yield back. 

Mr. Scott. Thank you. Thank the gentleman. 

We have with us the Ranking Member of the full Committee, and 
I will ask him if he has any comments. 

Mr. Smith. Thank you, Mr. Chair. I do have a statement I would 
like to make. 

On the way to that statement, let me say to you, though, that 
this is the first time I have attended a meeting of the Crime Sub- 
committee this year and have gotten to be here while you are serv- 
ing as Chairman. Not too many years ago, I was Chairman of this 
Subcommittee and you were the Ranking Member, so we have 
worked together for a long time on this and similar issues. 

But it is good to be here today. Let me thank you for holding a 
hearing today on these two important legislative items. 

And I also want to thank my colleague. Congresswoman Waters, 
for her leadership and her collaboration on H.R. 1943, the Stop 
AIDS in Prison Act of 2007. I introduced a similar bill in the last 
Congress, and I am pleased to be a cosponsor again with Rep- 
resentative Waters in this Congress. 

The problem of HIV and AIDS in Federal and State prisons is 
difficult to measure because inmates are not routinely tested. 
There are 170,000 prisoners in the Federal system. In a 2006 re- 
port, the Justice Department estimated that almost 2 percent of 
State prison inmates and over 1 percent of Federal inmates were 
known to be infected with HIV. 

As a percentage, this puts the occurrence of HIV and AIDS 
among inmates in Federal prison three times higher than within 
the general population of the United States. 

The cost of an HIV screening is between $6 and $15 per test. So 
requiring that Federal inmates be tested when they enter prison 
and when they leave prison is just good, common, practical sense. 

H.R. 1943 requires HIV testing for all Federal prison inmates 
upon entry and prior to release and for all existing inmates within 
6 months of enactment. Identifying inmates who are infected al- 
lows prison officials to take the precautionary measures necessary 
to protect the health and safety of prison employees and other in- 
mates. This also ensure that medical treatment can be adminis- 
tered to inmates suffering from the disease. 

Finally, both the inmates themselves and the community they re- 
join upon release will obviously benefit from the inmate knowing 
his status. 

I look forward to our hearing today. 

Mr. Chairman, before I stop I want to tell a quick story, and I 
mean this as a compliment to Maxine Waters, the congresswoman 
from California. 

Mr. Scott. You have to explain that it is a compliment? It may 
not sound like a compliment, but here we go. [Laughter.] 

Mr. Smith. I will certainly yield to her when I am finished, but 
I think that she will corroborate the story. 

And that is, in the last Congress and frankly in the last revision 
that occurred in Texas, I picked up the east side of San Antonio, 
which is a predominantly Black community. And I started listening 
to what I was hearing and trying to respond to the suggestions 
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that I was getting and the needs that I was witnessing and hearing 
about as well. 

And so I looked around and saw that a bill such as the one that 
we are considering today had been considered, and I explored it 
some more. And I went to someone who is a personal friend as well 
as a colleague, Maxine Waters, and we decided to introduce this 
bill ourselves in the last Congress. We were the two primary co- 
sponsors. 

Little did I know that things were going to change so dramati- 
cally in the election, but it is an indication of I think Ms. Waters’ 
sincerity and hopefully my cooperation that regardless of who is in 
the majority, we thought the issue was so important and needed 
to be addressed, that we would continue to do so and approach the 
subject in a bipartisan way, which in fact has occurred. 

So I want to thank her, both for her help in the last Congress 
and for her instrumental help in this Congress as well, trying to 
achieve what we want to achieve. 

And, Mr. Chairman, I will yield the balance of my time, such as 
it is, to the congresswoman from California. 

Mr. Scott. With a comment like that, we will give the gentlelady 
from California equal time. [Laughter.] 

Ms. Waters. Mr. Chairman, just let me take a moment to thank 
you for holding this hearing today and our Ranking Member, Mr. 
Randy Forbes. 

And, of course, I want you to know that not only is Mr. Lamar 
Smith one of the original cosponsors of my legislation — along with 
John Conyers, yourself, Mr. Forbes, Ms. Lee and Donna 
Christensen — every time I see him in the hall, he asks me, “When 
is our bill coming up?” And so, today you have answered the ques- 
tion that has been asked of me time and time again. He has been 
anxious to get on with this legislation, and I appreciate his interest 
and his passion about this subject. 

And I just look forward to hearing from our witnesses today. 

And while I have the microphone, let me just say that in addition 
to my bill, the Drug Endangered Children Act of 2007 is extremely 
important. 

We have a Member who is here today who is going to talk about 
his passion related to this issue, the children that are endangered 
by methamphetamine, and I think that he has a compelling story 
to tell about what he knows about the subject. And so, I am anx- 
ious also to hear from him today, and I just thank him for the time 
that he has been putting in. 

Thank you. Congressman Cardoza, for taking time to provide 
leadership on this issue. 

And I yield back the balance of my time. 

Mr. Scott. Thank you. 

And, without objection, if the others will submit their statements 
for the record, we have a distinguished panel with us today to con- 
sider important issues that are currently before us. 

The first will be Representative Dennis Cardoza, who will testify 
on H.R. 1199. 

Representative Cardoza is in his third term representing the 
18th Congressional District of California. He is the Chairman of 
the Agriculture Committee Subcommittee on Horticulture and Or- 
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ganic Agriculture. In 2007 he joined the Rules Committee, and he 
also serves on the Democratic Steering and Policy Committee. 

Before coming to Washington, he served a term on the Atwater 
City Council and was later appointed to the Merced City Council, 
where his duties provided invaluable experience in dealing with a 
wide range of important local and county issues. 

The remainder of the witnesses will he testifying on H.R. 1943. 

Our first witness on the bill will be Mr. Devon Brown, who is the 
director for the District of Columbia Department of Corrections. He 
has more than three decades of experience in the congressional 
field. He recently returned to D.C. government from the state of 
New Jersey, where he was the commissioner of corrections from 
April 2002 to January 2006. Before his tenure as commissioner for 
the New Jersey Corrections, he served as deputy trustee of the Of- 
fice of Corrections for the District of Columbia. During that time, 
he also served as interim director for the Department of Correc- 
tions for 6 months. 

The next panel member will be Mr. Vincent Jones. Mr. Jones has 
been the executive director of the Center for Health Justice since 
December of 2006. In his role, he oversees programmatic develop- 
ment, manages development activities and oversees the agencies 
capacity to fulfill its mission to empower more people affected by 
HIV and incarceration. He has more than 15 years’ experience in 
strategic planning, fundraising, organizational positioning, pro- 
grammatic development and management teams. 

Our third panel member is Philip Fornaci. He, in August 2003, 
became the director of the D.C. Prisoners Legal Services Project. In 
2006 that project was merged with the Washington Lawyers Com- 
mittee for Civil Rights and Urban Affairs, where he took over as 
director of the new organization. He litigates on behalf of prisoners 
in both D.C. jails and Federal institutions while also managing the 
project’s public affairs efforts, with a particular interest in civil 
rights of ex-offenders and the treatment of people with disabilities 
within the criminal justice system. 

Our fourth panel member is Rear Admiral Newton Kendig, M.D. 
He is the assistant director of Health Services Division, U.S. Bu- 
reau of Prisons, since August of 2006. He is a fifth-generation grad- 
uate of Jefferson Medical College in Philadelphia. He completed his 
residency in internal medicine at the University of Rochester and 
subspecialty training in infectious diseases at Johns Hopkins in 
1991, where he later joined the faculty. He subsequently served as 
medical director of the Maryland Department of Corrections and 
Public Safety for 5 years. 

Our final panel member is going to be introduced by the gen- 
tleman from Texas. 

Mr. Smith. Mr. Chairman, thank you for another opportunity 
today to go out of order. It is appreciated. 

I am honored to introduce Willie Mitchell, chairman of San Anto- 
nio Fighting Back, who is from our hometown of San Antonio, 
Texas. 

Mr. Mitchell has had a distinguished career in business, commu- 
nity service and politics. He currently serves as chair of San Anto- 
nio Fighting Back, Inc., sits on the United Way of San Antonio and 
Barrett County Board of Trustees and on the San Antonio Water 
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Board, as well as many other committees and boards, including the 
Community Anti-Drug Coalition and the America Greenhouse Coa- 
lition. 

Mr. Mitchell ran for the San Antonio City Council in 1979. He 
has served as an active member of the Texas Council on Crime and 
Delinquency and has appeared on the “Today” show, representing 
the Center for Educational Development, teaming the athletic peer 
group. He has also appeared on “Texas Epidemic” in San Antonio, 
Texas, and is a recipient of the San Antonio Distinguished Citizen 
Award. 

Mr. Mitchell attended Tennessee A&I State University in Nash- 
ville, Tennessee, and upon graduation was drafted by the Kansas 
City Chiefs, National Football League, in 1964. Mr. Mitchell played 
in the first Super Bowl in 1966 and was a member of the Kansas 
City Chiefs team that won the 1969 Super Bowl. 

Mr. Chairman, I just want to say about Willie Mitchell, beyond 
what I just said and beyond the organizations that he is a member 
of, he is literally a hero to many of us in San Antonio. He is known 
throughout the community for his good works, for his good words, 
for his talks that inspire so many young people across the board. 
And it is just nice that he was able to make the time and come up 
from San Antonio today to be able to testify before our Committee. 

As I say, there aren’t many genuine heroes we have these days, 
particularly those who are living among us, but Willie Mitchell is 
one of those in San Antonio. 

Thank you, Mr. Chairman. 

Mr. Scott. Thank you. Thank you, Mr. Smith. 

Each of the witnesses’ written testimony will be made part of the 
record in its entirety, and I would like each of the witnesses to 
summarize his or her testimony in 5 minutes or less. 

I think the timer is working. If it is working, the green light will 
come on. When 1 minute is left, the yellow light will come on. And 
when the red light comes on, that indicates that your time has 
pretty much expired. 

We are going to begin with Congressman Cardoza at this time. 

And we can take your testimony and then if there are any ques- 
tions, and then the rest of the hearing will be on the other bill. 

Mr. Cardoza? 

TESTIMONY OF THE HONORABLE DENNIS CARDOZA, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI- 
FORNIA 

Mr. Cardoza. Thank you, Mr. Chairman. Thank you for inviting 
me here today. 

You and your Committee have accomplished a great deal for the 
American people in the short time since you have taken over as 
Chair, and I admire your commitment to making our Nation’s com- 
munities safer. 

Thank you for your interest in my bill. I appreciate all the com- 
ments of Mr. Forbes and Mr. Smith and Ms. Waters. 

I come here today to testify about an issue that is very close to 
my heart: drug endangered children. 

Drug trafficking and addiction have had a harrowing effect on 
children across this country, contributing to domestic violence. 
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abuse, and neglect. According to a recent Health and Human Serv- 
ices study, over 1.6 million children live in a home where at least 
one parent abuses illicit drugs, including cocaine, methamphet- 
amine, heroin, and prescription drugs. 

I am especially concerned about the impact drug abuse is having 
on the foster care system. Seven years ago, my wife Kathy and I 
adopted two foster children, Joey and Elena. It is a little difficult 
for me at this time to refer to them as foster children, because after 
7 years of being in our home and being part of our family, they are 
our children, not foster children. But in any case, they were at one 
time foster children. 

It was truly an eye-opening experience for both Kathy and I, and 
I was inspired to become an advocate for improving the lives of fos- 
ter kids. It breaks my heart that in communities across this coun- 
try drugs like methamphetamine are harming innocent children 
and over-burdening the foster care system. 

Methamphetamine is particularly dangerous for children because 
parents set up meth labs in their homes. These labs are highly 
toxic and susceptible to fires and explosions. Tragically, according 
to the Drug Enforcement Administration, children are found in 
over 20 percent of all meth labs seized. 

It is well-documented that children exposed to drug abuse are 
more emotionally traumatized than other foster children and often 
have serious drug-related health problems. For these reasons, drug 
endangered children present unique challenges to the system. In 
fact, according to a National Association of Counties study, 69 per- 
cent of county social service agencies are working to develop special 
training procedures and protocols to help children with meth- 
amphetamine-addicted parents. 

I recently introduced the Drug Endangered Children Act of 2007 
to address the challenges nationwide. The legislation would reau- 
thorize the Department of Justice to make $20 million grants for 
drug endangered children for fiscal years 2008 and 2009. The Drug 
Endangered Children program was originally authored as part of 
the Patriot Act reauthorization, but money was never appropriated. 

Last June during the consideration of the Science, State, Justice 
and Commerce appropriations bill, I offered an amendment to pro- 
vide $5 million for the program for fiscal year 2007. The amend- 
ment passed with bipartisan support, but the funding was not in- 
cluded in the continuing resolution adopted this year when the un- 
derlying bill from last year didn’t pass through the Committee 
process. 

The Drug Endangered Children’s grants are designed to improve 
coordination among law enforcement, prosecutors and child protec- 
tion services to help transition drug endangered children into a res- 
idential environment and as-safe-as-possible custody as soon as 
possible. 

The Byrne JAG and COPS programs have proven that grants to 
local law enforcement, other government agencies are extremely ef- 
fective in taking public policy and tackling public safety problems. 
The Drug Endangered Children program would operate in a similar 
manner to these highly successful Justice Department programs by 
funding coordination across jurisdictions to address the needs of 
drug endangered children. In addition, these grants would leverage 
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the Federal Government’s investment by offering an incentive for 
local governments to invest their own money to confront this grow- 
ing epidemic. 

I want to again thank you, Mr. Chairman, for the opportunity to 
present my testimony today. I strongly believe that the Drug En- 
dangered Children Act would improve the lives of the more than 
1.6 million children across the country impacted by parental drug 
abuse. I urge the Subcommittee to support this legislation. 

And as you mentioned earlier, Mr. Chairman, you have already 
supported legislation that would build on this in the Native Amer- 
ican Meth Act, and without this underlying legislation, the legisla- 
tion you passed earlier this year wouldn’t have any impact. 

[The prepared statement of Mr. Cardoza follows:] 

Prepared Statement of the Honorable Dennis Cardoza, a Representative in 
Congress from the State of California 

Thank you, Mr. Chairman for inviting me here today. You and your committee 
have accomplished a great deal for the American people in the short time since you 
have taken over as Chairman of the Subcommittee on Crime, Terrorism, and Home- 
land Security, and I admire your commitment to making our nation’s communities 
safer. 

I am here today to testify about an issue that is close to my heart: drug endan- 
gered children. Drug trafficking and abuse have had a harrowing effect on children 
across our country, contributing to domestic violence, abuse, and neglect. According 
to a recent Health and Human Services study, over 1.6 million children live in a 
home where at least one parent abuses illicit drugs, including cocaine, methamphet- 
amine, heroin, and prescription drugs. ^ 

In my district in the Central Valley of California, I have seen the devastating im- 
pact of methamphetamine on children’s lives. While visiting schools in my area, I 
have been told by teachers and administrators that a significant proportion of stu- 
dents have a parent or relative who abuses meth. I am positive that similar stories 
can be told in other parts of the country where drug abuse is rampant. 

I am especially concerned about the impact drug abuse is having on the foster 
care system. Seven years ago, my wife Kathy and I adopted two foster children — 
Joey and Elena. It was truly an eye-opening experience for both of us, and I was 
inspired to become an advocate for improving the lives of foster kids. This year I 
introduced legislation to provide Medicaid coverage for foster kids with mental 
health problems who age out of the foster care program. Also, I am planning on in- 
troducing legislation to guarantee that every foster child has a Court Appointed 
Special Advocate (CASA) — a vital step to improving outcomes for children in foster 
care. Without a doubt, one of the most serious challenges facing the foster care sys- 
tem is parental drug abuse. In communities like mine across the country, drugs like 
methamphetamine are affecting innocent children and overburdening the foster care 
system. 

Meth is extremely dangerous for children not only because meth addicts are more 
likely to abuse and abandon their children, but also because meth-addicted parents 
often set up meth labs in their homes. These labs are highly toxic and susceptible 
to fires and explosions and therefore place innocent children in physical danger. In 
my district, children have been found at labs with burns from spilled ingredients 
from the methamphetamine production process. In addition, there is a high risk of 
lasting health damage from toxic fume inhalation. Tragically, according to the Drug 
Enforcement Administration (DEA), children are found at 20 percent of all meth lab 
seizures.^ 

*ERR13*Drug endangered children present unique challenges for law enforcement 
agencies, prosecutors, child protective services, social service agencies, health care 
providers, and other government entities. These children are often traumatized and 
abused, and they require special attention and care to transition into a safe and 
healthy residential environment. According to a survey released by the National As- 
sociation of Counties, 69 percent of responding officials from county social service 


1 Department of Health and Human Services, Office of Applied Studies. “The National Survey 
on Drug Use and Health.” 2004. 

2 Swetlow, Karen. “Children of Clandestine Methamphetamine Lahs: Helping Meth’s Youngest 
Victims.” 2003: p. 3. 
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agencies indicate that their counties have had to provide specialized training for 
their welfare system workers and have had to develop special protocols for workers 
to address the special needs of children displaced hy parental meth ahuse.^ 

I recently introduced the Drug Endangered Children Act of 2007 (H.R. 1199) to 
address the challenges facing children abandoned, neglected, or abused by parents 
addicted to illicit drugs. The legislation would authorize the Department of Justice 
to make $20 million in grants for drug endangered children for Fiscal Years 2008 
and 2009. The grants are designed to improve coordination among law enforcement, 
prosecutors, children protection services, social service agencies, and health care 
providers to help transition drug endangered children into safe residential environ- 
ments. 

Grants to local law enforcement and other local government agencies are ex- 
tremely effective in tackling public safety problems in communities across the coun- 
try. The Community Oriented Policing Services (COPS) program has been critical 
in reducing crime across the country. The Edward Byrne Memorial Justice Assistant 
Grant program is another example of a program that empowers state and local gov- 
ernments to fight crime and respond to emerging public safety threats. 

The Drug Endangered Children (DEC) program would operate in a similar man- 
ner to these highly successful Justice Department programs. By funding coordina- 
tion across jurisdictions and among several different types of government agencies, 
the DEC program would foster cooperative efforts to address the needs of children 
affected by drug abuse. These grants would leverage the federal government’s in- 
vestment by offering an incentive for local government to invest their own money 
in confronting this important problem. 

This legislation renews the authorization for the Drug Endangered Children pro- 
gram originally included as part of the USA PATRIOT Improvement and Reauthor- 
ization Act of 2005 (P.L. 109-177). Last June during the consideration of the De- 
partments of Commerce and Justice, Science, and Related Agencies Act of 2006 
(H.R. 5672), I offered an amendment to provide $5 million for the program in Fiscal 
Year 2007. The amendment passed by voice vote, but the funding was not included 
in the Continuing Resolution adopted earlier this year. 

The Drug Endangered Children Act of 2007 represents a continuation of the work 
of the Subcommittee on Crime, Terrorism, and Homeland Security this year. On 
February 6, 2007, the Subcommittee reported out the Native American Meth- 
amphetamine Enforcement and Treatment Act of 2007. A central provision of this 
legislation is to extend Drug Endangered Children grants to tribes and territories. 
This provision is irrelevant without the reauthorization of the DEC program itself. 
H.R. 1199 builds on the prior work of the Subcommittee to help Native American 
communities devastated by the methamphetamine epidemic. 

Thank you, Mr. Chairman, for the opportunity to present my testimony to the 
Subcommittee on Crime, Terrorism, and Homeland Security. I strongly believe that 
the Drug Endangered Children Act of 2007 would improve the lives of the more 
than 1.6 million children across the country impacted by parental drug abuse. I urge 
the Subcommittee to support this legislation. 

Mr. Scott. Thank you very much. 

Are there any questions for Mr. Cardoza? 

Mr. Forbes? 

Ms. Waters? 

Ms. Waters. Mr. Chairman and Members, I certainly support 
this legislation, and I thank Congressman Cardoza again for his 
leadership on this issue. 

We have all heard many stories about the unfortunate situations 
where children find themselves in homes sometimes with both par- 
ents using meth or 

Mr. Scott. If the gentlelady would yield for just a minute? 

We want to recognize the presence of the gentleman from North 
Carolina, Mr. Coble, and the gentleman from Georgia, Mr. John- 
son, who are also present with us today. 

You can continue. Sorry. 


^National Association of Counties. “The Meth Epidemic in America: The Impact of Meth on 
Children.” July 5, 2005: p. 10. Available at http://www.naco. org/Template.cfm?Section=Meth — 
Action — Clearinghouse&template=/ContentManagement/ContentDisplay.cfm&ContentID=17216. 
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Ms. Waters. That is all right. 

We have heard these horror stories about children who are aban- 
doned or children who are placed at great risk because they are un- 
fortunate enough to end up in these situations. And even though 
it is not well-known among the Members of even Congress and per- 
haps the public, I know that Congressman Cardoza has a special 
experience with this situation of children who were at risk because 
of their parents having been on methamphetamine. 

And I would just like to ask you if the children that you have 
knowledge of are safely being cared for now? 

Mr. Cardoza. Well, it varies, Ms. Waters. And thank you for 
your recognition. 

When we got our children from the foster care system, they had 
been abandoned by their mother, who was a methamphetamine ad- 
dict. They were in foster care, being somewhat abused for a second 
time, and a CASA volunteer saved our kids, a kindergarten teacher 
that recognized that my son was under severe stress and could see 
it in the classroom. 

We were lucky and our children were lucky. We were lucky to 
get them. They are wonderful kids. They will be great adults if we 
don’t — I often joke, if we let them live that long, they will be great 
adults. Like any kids, they are persnickety and get into mischief. 
But we love them deeply, and they are in a great situation now. 

But the impact from the years that they were in a bad situation 
still affects their lives, even though they are 13 and 10 now. That 
impact continues. Even though they have got a nurturing mother 
and a father that take care of them and love them, there are im- 
pacts that reside inside them that affect them to this day. 

I am personally aware of two children that were taken out of a 
meth lab about a mile from my home. When they removed these 
children, they were covered in red phosphorus and their teddy 
bears literally had to be considered hazardous materials and were 
taken away in Hazmat bags by men in white suits, because they 
were so contaminated and dangerous. The children were literally 
little toxins. They were taken to the hospital to be decontaminated. 

And when you see those kinds of experiences, you know the effect 
of methamphetamine on parents causes parents to simply abandon 
the kids, i^d especially if they have been taken the drugs during 
pregnancy, while the drug can have an effect on the child phys- 
ically, the emotional lack of attachment that the parent has, be- 
cause they oftentimes abandon newborns and things, is something 
that early child development practitioners will tell you has a life- 
long effect on this young people that were abandoned. 

That is why the counties are having such trouble dealing with 
some of the after-effects of this, and I really appreciate your ques- 
tion. I am very passionate about this subject, and I know the 
money will be well-spent if we can direct it this way. 

Ms. Waters. Thank you very much. 

Mr. Scott. Thank you. 

Mr. Smith? 

Mr. Johnson? 

Mr. Johnson. I wish to commend you. Representative Cardoza, 
for this measure to extend this act, which would provide $20 mil- 
lion per year for children who have been adversely impacted by 



12 


their drug environments. If we don’t pay now, we will certainly pay 
later. And $20 million compared to $97 billion is a small amount 
when it goes toward helping children. So you are to be commended. 

I have only talked with you a couple of times since I have been 
in Congress, and my idea of you is of someone who is very stern 
and focused and that kind of thing. But to hear you and your wife 
have taken in foster children who were challenged gives me a dif- 
ferent perspective on your character. So I look forward to getting 
to know you better and thank you so much for your service to your 
country in that regard. 

Mr. Cardoza. Thank you, Mr. Johnson. 

Mr. Scott. Does the gentleman want equal time? [Laughter.] 

Mr. Cardoza. I will do some soul searching about my sternness. 

The reality is there are a great deal of young people that are 
put — ^you know, 1.6 million people are affected in some way; 
500,000 children are in foster care at any given time in the United 
States; 118,000 are up for adoption. 

There is a disproportionate number of children in the African- 
American community vis-a-vis the population. They comprise about 
15 percent of the population and 39 percent of those waiting for 
adoption. 

We have a lot of work to do on this issue, but the counties and 
the locales that are dealing with this, in some cases cities, really 
need to help in developing special protocols. These are special kids 
with special needs, and I think that this money will go to devel- 
oping those programs that can be used disseminated throughout 
the country to solve the problem. 

I thank the Chairman. 

Mr. Scott. Thank you. 

If there are no other questions, thank you, Mr. Cardoza, and we 
will excuse you at this point. 

Thank you for introducing this bill. The children you are talking 
about are at the highest risk of getting in trouble, and any invest- 
ments we can make before they get in trouble will go a long way, 
as the gentleman from Georgia has indicated. 

As you have heard, we have got several votes, at least eight 
votes. So it is going to be some time. We will get back as soon as 
we can, but it will be at least a half an hour before we can get 
back. So we will get back as soon as we can and continue with the 
hearing. 

We are in recess. 

[Recess.] 

Mr. Scott. The Committee will come back to order. 

Representative Forbes is detained but specifically asked me to 
continue, so we will continue with the hearing. 

And I understand that the witnesses have been informed that 
Mr. Mitchell is on a time crunch. And we would ask him to testify 
at this point. 

Mr. Mitchell, you are recognized for 5 minutes. 

TESTIMONY OF WILLIE MITCHELL, CHAIRMAN OF THE BOARD, 
SAN ANTONIO FIGHTING BACK, SAN ANTONIO, TX 

Mr. Mitchell. Thank you, Mr. Chairman. 
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Let me say first of all, I am clearly elated to be here, and I ap- 
preciate the opportunity to come before you and your Committee to 
give some impact to the problem with HIV/AIDS to those who have 
been incarcerated and to those who are being incarcerated. 

From my perspective, I have worked with the Three Rivers Fed- 
eral Penal Institution in Three Rivers, Texas, and the thing that 
I think is so unique is that this bill that you have designed and 
put together, I think everything that I know, as a practitioner and 
out in the community, everything is being addressed. 

The one thing that I know is beneficial is that those who come 
from those communities that really have the AIDS virus or have 
the potential of getting the AIDS virus and going into the penal in- 
stitution, I think if tested before, that will help to serve and make 
sure that the finances to make sure that the people who have AIDS 
going in get the treatment that is necessary and reduce the prob- 
lem with those who are incarcerated to where there are more peo- 
ple coming in with that same virus. 

And for those that are inside the prison, if they are not tested 
to see, then it just continues to spread and it will be widely known 
as they come out. If they are coming out with the virus and haven’t 
been tested, that is not good for the community either, because the 
community is going to have to suffer and pay for that type of test- 
ing and the medicine that is needed. So the bill will certainly help 
those who are incarcerated, those who are not incarcerated. 

And from my perspective, I have a grant right now that is from 
the Center for Substance Abuse and Mental Health Service Admin- 
istration, SAMHSA, and the Center for Substance Abuse Preven- 
tion, CSAP, and right now just what you are talking about we want 
to see being done for them, I am doing it already for the public. 

So if we can do it, and SAMHSA has the need to show that it 
is needed and necessary for the general public, why shouldn’t we 
do it for those who have been incarcerated? That is one of the 
issues that I think makes it so unique and special. 

And we are doing free testing. So why wouldn’t the Federal Gov- 
ernment want to test these people before they enter the penal insti- 
tution? 

That is why I am so strong and I feel so good about it, is because 
I am there, I am in the community. 

And within the penal institution you must realize that there will 
be some type of sexual activity going on among these men. If you 
don’t test to make sure and then give them the information that 
is needed so that if I know what the possibilities are and the infor- 
mation is being given to me or we will looking at it, then we have 
a better chance of preventing it. 

But if we do the laymen thing and act as though it is not going 
to happen and say, well, we will deal with that later, then the 
penal institutions have the problems with the medical part of it, 
and then as they come out to the public, there is another problem. 

So I think the bill will serve not only the penal system, but it 
will serve the community to let them know that we are doing this 
testing to make sure that if a person has this virus, at least we 
will test to find out, so that we will have some indication of what 
is going in and what is going out. 
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And then I have transitional housing, where I have transitional 
housing for those that come out of the penal institution. So when 
we talk about jobs and opportunities for them, the first thing they 
want to know, well, do they have any ailments, do they have any 
sicknesses, have they been tested for this. That is the first thing 
the employer wants to know. So if you do that and test them before 
they come out, then that means that also we save again, because 
they may have a better opportunity to get a job. 

So I am much in favor of it, and I appreciate the fact of being 
able to come and at least make the testimony before you, because 
I know that this is an important step in trying to make sure that 
we address this issue. 

That is basically about all I have to say about it. It is just that 
it is something that is needed. I appreciate the fact that you all are 
taking the initiative to put forth this bill. And I hope that anything 
that we can do and say in our community will help you. 

[The prepared statement of Mr. Mitchell follows:] 

Prepared Statement of Willie Mitchell 

In 2006, the HIV/AIDS virus pandemic reached a milestone our world hoped it 
never would; 26 years of existence. The HIV/AIDS virus is one that has touched 
lives from all backgrounds regardless of class, race, gender, or geographic location. 
While there are many factors which contribute to the number of men and women 
infected with HIV/AIDS virus, those individuals who are or have been incarcerated 
are not to be excluded. According to an unpublished report done by the U.S. Depart- 
ment of Justice in a report done in 2002 titled Disease Profile of Texas Prison In- 
mates; “. . . study shows that for a number of conditions, the prison population ex- 
hibited prevalence rates that were substantially higher than those reported for the 
general population.” ^ Upon entry into the Texas Department of Criminal Justice 
(TDCJ) system for any duration of time, all inmates receive a medical and mental 
health examination; however it does not currently include testing for the HIV/AIDS 
virus. 

Therefore it would only be prudent for the state to do so in order to take a 
proactive approach and reduce the number of individuals infected along with the po- 
tential of infecting others with the HIV/AIDS virus. “. . . infection with HIV was 
more common among black females than among either white or Hispanic females.”^ 
The need for testing before and after incarceration is not only a social injustice; 
however it also has the potential to be an economic injustice. Social in the sense 
that individuals infected with the virus who are from low income backgrounds can 
only create future financial responsibilities to the state in addition to the country. 
Economic in the sense that it costs the state thousands of dollars each year to pro- 
vide health care, medications, housing, along with other welfare benefits; all at the 
expense of both the state and the country. The federal government cannot wait for 
individuals to become infected with this virus; it must act now and address the 
issues with a proactive mentality. The report further indicates that, “the high rates 
of HIV among prison populations are attributable to high-risk behaviors in which 
a number of criminals reportedly engage prior to incarceration. For example, 40 to 
80 percent of prison inmates are reported to have used intravenous drugs.” “Eleven 
percent of incarcerated men are reported to have had sex with a prostitute, while 
between two and group percent are reported to have engaged in bisexual or homo- 
sexual relationships.”® The lack of mandatory HIV/AIDS screening process in place 
within the TDCJ system during the study period may likely contribute to the under- 
estimation of the actual cases that exist. The absence of a clear understanding of 
the number of cases is a danger not only to the individual who is infected, the com- 
munity at large, and the many correctional facility professionals whose lives are at 
risk if an individual does not know their status. Furthermore, “research indicates 
the following factors may contribute to prisoners’ excess disease prior to incarcer- 
ation: low socioeconomic status, poor access to health care in their home commu- 


^ Disease Profile of Texas Prison Inmates Pg. 4-5, Baillargeon, Jacques Ph.D., Black, Sandra 
A. Ph.D., Dunn, Kim M.D., and Pulvino, John P.A. 

2IbidPg. 7 
sibidPg. 10 
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nities, and high risk behaviors. Following incarceration, a number of environmental 
factors including crowded living conditions, lack of temperature control, poor sanita- 
tion, and increase psychological stress may further contribute to excess disease 
among inmates.”^ 

Testing inmates for the HIV/AIDS virus is one of many that is needed to ensure 
the health and wellness of the incarcerated population and correction facility profes- 
sionals who serve them everyday. The Hepatitis virus is another fatal illness that 
is often associated with high risk populations of which many incarcerated men and 
women are. The report also made reference to the increase rates of the transmittal 
of the Hepatitis virus through risky behavior such as multiple partners, male to 
male sex, and intravenous drugs. Currently in the state of Texas, it is a challenge 
to receive testing and aftercare in the event an individual becomes infected; this 
virus equally deserves the attention of our state and national government. 


“IbidPg. 12 
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Prison Disease Prevalence 


Abstract 

Purpose: Whereas prison inmates are reported to exhibit poorer overall health status and 
higher rates of health care utilization than the general population, no current information 
exists on the overall disease profile of the U.S. prison population. The present study 
examined the prevalence of major acute and chronic conditions in one of the nation’s 
largest prison populations. 

Methods: The study population consisted of 170,:215 Texas Department of Criminal 
Justice inmates who were incarcerated between August 1997 and July 1998. 

Information on medical conditions and sociodemographic factors was obtained from an 
institution- wide medical information system. 

Results: Infectious diseases (29.6 %) constituted he most prevalent major disease 
category among inmates. This was followed by diseases of the musculoskeletal system 
and connective tissue (15.3 %), diseases of the circulatory system (14.0 %), mental 
disorders (10.8 %), and diseases of the respiratory system (6.3 %), Among the specific 
conditions examined, evidence of tuberculosis infection without active pulmonary disease 
(20.1 %) was found to be the most prevalent condition, followed by hypertension (9.8 %), 
asthma (5.2 %), low back pain (5.1 %), and viral hepatitis (5.0 %). 

Conclusion: The present study shows that for a number of conditions, the prison 
population exhibited prevalence rates that were substantially higher than those reported 
for the general population. Moreover, estimates far a number of diseases varied 
substantially according to age, race, and gender. Understanding the disease profile in US 
incarcerated populations will permit correctional administrators to develop more efficient 
health care delivery systems for prison inmates. 
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Prison Disease Prevalence 


IntrodnctioD 

Research indicates that prison inmates in the United States exhibit higher rates of 
health care utilization than the general population. This excess has been attributed in 
part to prison inmates’ increased risk for infectious disease and mental disorders. 

The prevalence of both tuberculosis and hepatitis, for example, are reported to be 
higher for prisoners than for their same-age peens in the general population. ' 
Likewise, the incidence of AIDS and a number of other sexually transmitted diseases are 
reported to be substantially elevated among prisoners. Prison inmates are also 
reported to exhibit elevated rates of affective disorders, schizophrenic disorders, and 
substance abuse. Scarce information exists, however, on the many other medical 

conditions that underlie the high health care utilisation rates of prisoners. This dearth of 
information has hindered the organization of effective health care delivery in prison 
systems. The purpose of the present investigation, therefore, was to examine the 
prevalence of major diseases, both infectious and chronic, in one of the nation’s largest 
prison populations. 


Methods 

The cohort under study consisted of 170,215 prison inmates who were 
incarcerated in the Texas Department of Criminal Justice (TDCJ) system for any duration 
dating from August 1 997 through July 1 998. Texas houses one of the largest prison 
populations in the US and together with California houses almost one-third of all US 
prison inmates. All inmates included in the present study population have been 
convicted of criminal offenses. Diagnoses of all medical conditions were made by 
physicians or mid-level practitioners at the time oF each inmate’s initial evaluation and/or 
subsequent medical encounters, and were classified according to International 
Classification of Disease (ICD-10) coding system All inmates in Texas are required to 
have medical and mental health examinations at the time of intake. This evaluation lasts 
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approximately 60 minutes and consists of a detailed medical and mental health history, a 
comprehensive medical physical examination, and a number of diagnostic procedures 
including a rapid plasma reagin (RPR), Mantoux TB skin test, and other tests as 
indicated. In the present study, TB class 2 (generally defined as tuberculosis infection 
without evidence of active pulmonary disease) was defined as a presentation of 10 mm or 
more induration (5 mm if the inmate was HIV pcisitive) from a tuberculin skin test or 
documented history of a positive tuberculin skin test, followed by a negative chest x-ray. 

All of the aforementioned data, along witli sociodemographic information, are 
maintained in an institution-wide medical information system. This system is routinely 
updated to ensure that the information is reflective of the inmates’ current health status. 
Prevalence estimates were employed to assess the proportion of inmates with a given 
medical condition during the study period. The aresent study assessed only those 
medical conditions that were present during the period of investigation. Prevalence of the 
major ICD-10 disease categories and specific medical conditions were estimated across 
gender and ethnic groups. As a result of the large denominators associated with the 
present study population, race and gender differences in prevalence were all statistically 
significant. Due to space limitations, however, 9:> percent confidence intervals were not 
presented. Inmates who presented with more than one medical condition were included 
in the tabulation of each of the diseases with whic h they presented. Inmates who were 
not identified as white, black or Hispanic comprised less than one percent of the 
population, and were therefore included in the white category. 


Results 

Sociodemographic characteristics of the total TDCJ inmate population are 
presented in table 1. The vast majority of inmates were male and between 30-49 years 
old. Blacks constituted 44 percent of the total inmate population, while whites and 
Hispanics represented 30 and 26 percent, respectively. Prevalence estimates of all major 
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International Classification of Disease (ICD-10) categories in the TDCJ study population 
are presented overall and for males and females separately in table 2. Infectious diseases 
comprised the most common category of health conditions in the Texas prison system. 
Diseases of the musculokeletal system and connective tissue were the second most 
common disease group overall. Interestingly, whereas this category is ranked second 
among males, it ranked only third among females. Diseases of the circulatory system 
comprised third most common disease group among males, and the fifth most common 
among females. Table 3 presents the prevalence of major conditions according to 
ethnicity. Hispanics exhibited lower overall disetise rates than whites or blacks. In all of 
the ethnic groups, however, the top four disease categories consisted of: infectious 
disease, mental disorders, diseases of the circulatory system, and diseases of the 
musculoskeletal system and connective tissue. 

Table 4 shows the number of medical conditions according to sociodemographic 
factors in the study population. Sixty percent of the study population exhibited at least 
one medical condition during the one-year study period. This proportion was higher 
among females than among males; and higher aiTiong whites and blacks than among 
Hispanics. The proportion of the study population that exhibited two or more medical 
conditions during the study period was higher among females than among males; and 
higher among whites than among blacks or Hispanics. 

Table 5 presents prevalence estimates of specific diseases for the entire study 
population according to gender and ethnicity. The first column shows that evidence of 
tuberculosis (TB) infection, as defined by a positive tuberculin skin test, was the most 
common condition in the TDCJ, occurring in 20. 1 percent of inmates. Hypertension was 
ranked second, followed by asthma, low back pain, viral hepatitis and affective disorders. 
Of the fifteen most prevalent conditions, ten were chronic conditions, two were mental 
disorders, and three were infectious diseases. Among male inmates, positive tuberculin 
skin tests were more prevalent among blacks and Hispanics than among whites. 
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Similarly, hypertension, the second most prevalent disease overall, was more prevalent 
among blacks males than among Hispanics or whites. Affective disorders, which include 
major depression and dysthymia, was much more prevalent among whites than among 
either blacks or Hispanics. Among female inmates, positive tuberculin skin tests were 
more common among blacks than among Hispanics or whites. By contrast, viral hepatitis 
was more prevalent among white and Hispanic females, than it was among black females. 
As in the male population, affective disorders w^e much more common among whites 
than either Hispanics or blacks. Finally, infecticn with HIV was more common among 
black females than among either white or Hispairic females. 

Table 6 presents disease prevalence among TDCJ inmates according to gender 
and age. Among males, a number of medical co.Tiditions exhibited stepwise increases in 
prevalence according to age; hypertension, low back pain, diabetes, arthritis, hernia and 
heart disease. In particular, hypertension and diabetes were strikingly more prevalent in 
the 50 and over age group than in the two younger age groups. Similar age-disease 
patterns among female inmates: tuberculosis class 2, affective disorder, hypertension, 
asthma, arthritis, diabetes. low back pain, and he.irt disease. Particularly noteworthy is 
that hypertension, arthritis, diabetes, and heart disease all exhibited dramatic increases in 
female inmates who were 50 and over subgroup. 


DISCUSSION 

The purpose of the present study was to describe the patterns of disease 
prevalence in the Texas Department of Criminal .fustice (TDCJ) prison population. The 
findings show that 53.0 percent of the study population exhibited at least one medical 
condition during the twelve-month study period. As reported, this proportion varied 
substantially according to race, gender, and age. The study population also exhibited a 
number of interesting specific disease patterns, many of which also varied substantially 
according to the sociodemographic factors under study. 
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Our findings support previous research tiiat has indicated higher rates of health 
problems among prison inmates than the general population. Examination of chronic 
conditions in the TDCJ inmate population yielded some particularly interesting findings. 
Hypertension was the most common chronic disease with a prevalence estimate of 9.8 
percent. This estimate is remarkably consistent with that reported for the general 
population, reported at 10.0 percent but substantially higher than that reported by 
Novick and colleagues in their study of New York city inmates (3 percent). ^ Among both 
males and females, Hispanics demonstrated a lower prevalence of hypertension than 
either whites or blacks. These ethnic patterns arc reflective of those reported for the 
general population. Diabetes mellitus occuned in 2.6 percent of TDCJ inmates. This 
estimate is approximately equal to that reported for a general US population (2.9 percent) 
but higher than that reported for New York City prison inmates (0.6 percent). ^ In the 
present study, diabetes was more common among Hispanics and blacks than among 
whites. This pattern, present in both male and female inmates, is reflective of ethnic 
patterns in the general US population. 

Our findings show that a number of chronic conditions increased dramatically 
with age. In fact, among both male and female inmates, hypertension, diabetes, and 
arthritis all more than doubled in the 50 and over subgroup. These findings are consistent 
with a number of investigations ^'-^thal have repoded higher disease prevalence, 
especially for chronic conditions, among elderly inmates. As a result of longer prison 
sentences, restrictive prison release policies, and ihe aging of the general population, the 
U.S. prison population is aging Given elderly inmates' increased occurrence of chronic 
and particularly costly medical conditions ”, epidemiologic information on this segment 
of the prison population will be integral to proper planning of correctional health care. 

Prison inmates have long been recognized as exhibiting higher rates of affective 
disorders, schizophrenic disorders, and substance abuse than their counterparts in the free 
world. Inmates are reportedly twice as likely to have a lifetime history of 
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psychiatric disorder than non-incarcerated adults and are substantially more likely to have 
multiple psychiatric disorders. In the present study, mental disorders constituted the 
third most common major disease category among females and the fourth most common 
among males. In fact, two mental disorders wen; among the 15 most prevalent specific 
diseases in the study cohort. Affective disorders were the sixth most conunon disease, 
with an estimated prevalence of 3.9 percent. This finding was consistent with that 
reported for the general population, estimated at 3.7 percent. However, in her two 
studies of male jail detainees, Teplin '^’'^reportec. prevalence estimates of 3.4 and 3.9 
percent for current major depression; this classification did not include dysthymia or 
other affective disorders, both of which were included in the present study. 

Schizophrenic disorders constituted the twelfth most common disease with an estimated 
prevalence of 2.0 percent. This estimate was slightly higher than that reported for the 
general population, estimated at 1 .0 percent. Teplin reported a prevalence 
schizophrenia of 2.7 and 2.9 for male jail detainees. This estimate was slightly 
higher than that exhibited by TDCJ male inmates ( 1 .9 percent). 

Consistent with a number of previous stu<lies, ^ the present investigation 
suggests that TDCJ inmates were particularly susceptible to a number of infectious 
diseases. Because scarce information exists on the prevalence of infectious disease on 
random samples of the general population, it was difficult to determine the extent to 
which TDCJ inmates exhibited elevated rates of infectious disease. By far, the most 
prevalent medical condition exhibited by TDCJ inmates was evidence of TB infection 
without active pulmonary infection, present in 20 1 percent of TDCJ inmates. Inmates 
who are infected with TB can, as a result of immune suppression or other causative 
factors, develop active pulmonary TB. Therefore, all TDCJ inmates who test positive for 
TB but exhibit a negative chest x-ray are placed on a clinically indicated regimen of 
prophylactic Isoniazid therapy. The 20.1 percent prevalence of TDCJ inmates who 
exhibited a positive tuberculin skin test is higher than such prevalence estimates reported 
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among New Mexico male prison inmates (10.3 percent) ” and Maryland state male prison 
inmates (12.7 percent) 50 but slightly lower than that reported among New York State 
inmates (27.0 percent) and Chicago inmates (2 2.3 percent). ‘ Due to high-rates of HIV- 
associated immunosuppression, crowded living conditions, and often poor ventilation 
systems, US prisons constitute a particularly higli risk environment for the rapid spread of 
tuberculosis." In fact, prevalence of TB in prisons has risen dramatically in the 1980s and 
1990s as more HIV -infected inmates have entered the prison system." Moreover, 
following release from prison, inmates have been reported to spread tuberculosis to their 
home commimities. " Obtaining accurate information on both active pulmonary TB and 
evidence of TB infection in prison populations, therefore, is critical if prison health care 
providers are to prevent and control institution-wide TB epidemics. 

Viral hepatitis was the fifth most common condition among TDCJ inmates, with 
an estimated prevalence of 5.0 percent. This estimate is slightly lower than that reported 
among New York city inmates, estimated at 8 pejcent. ^ Braithwaite and colleagues 
determined that the prevalence of hepatitis in prisons has been reported to range from 2.3 
to 67.2 percent. HIV infection was the fifteenth most prevalent condition in the TDCJ 
system, estimated at 1 .6 percent. For both males and females, HIV infection was 
substantially more prevalent among blacks than among whites or Hispanics. Research 
based on mandatory screening and blinded seroprevalence studies among inmates shows 
that HIV infection rates vary substantially from system to system. While most prison 
systems are reported to have rates of HIV infection at 1.0 percent or below, some are 
reported to have rates as high as 20-26 percent. The high rates of HIV among prison 
populations are attributable to high-risk behaviors in which a number of criminals 
reportedly engage prior to incarceration. For example, 40 to 80 percent of prison inmates 
are reported to have used intravenous drugs. Eleven percent of incarcerated men are 

reported to have had sex with a prostitute, while between two and four percent are 
reported to have engaged in bisexual or homosexual relationships. A number of 
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investigations have reported that HIV transmission may occur following incarceration. In 
fact, two studies have documented intraprison spread of HIV infection. It is 
important to note that the lack of mandatory HIV and hepatitis screening processes in 
place in the TDCJ system during the study period may have resulted in underestimation 
of both of these conditions. 

A number of methodologic factors precluded direct comparison of the study 
population with the general population. For example, the disease diagnosis protocol 
employed in the present study may not be reflective of the methodology used to estimate 
prevalence in the general population. Moreover, the age distribution of prisoners is 
substantially different from that of the general population. In interpreting results it is 
important to consider that prison populations are, on average, yoimger than the general 
population. In fact, only 8 percent of the present study population was over the age of 50. 
Moreover, comparisons with previous prison inmate populations are hampered by non- 
parallel periods of follow-up. Clearly, this issue :s less problematic in assessing 
persistent, chronic conditions than it is in evaluating short-term, acute conditions. A 
study design in which parallel methods are employed to estimate disease prevalence in 
both prison and general population samples would permit age-adjusted direct 
comparisons between incarcerated and nonincarc«irated samples. It is also important to 
note that diagnoses of medical conditions in the present study were made by several 
practitioners at different prison sites. While practitioners relied on standardized 
institutional clinical guidelines to make all diagnoses, no system-wide data on the 
reliability and validity of such diagnoses was available for assessment. Consequently, 
prevalence information reported in this study is subject to biases generally associated 
with clinically obtained data. In short, while the present study provides compelling 
preliminary evidence that prison inmates have elevated risk for a number of diseases, the 
extent to which the disease burden exceeds that of the general population is not yet clear. 
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Research indicates that the following factors may contribute to prisoners’ excess 
disease prior to incarceration: low socioeconomic status ^ poor access to health care in 
their home communities, ^ and high risk behaviors.^ Following incarceration, a number 
of environmental factors including crowded living conditions, lack of temperature 
control, poor sanitation, and increased psychological stress may further contribute to 
excess disease among inmates. Despite the high rates of health care utilization among 
prison inmates, correctional medicine is substantially behind other health care fields in its 
understanding of the health care needs of their patient populations. ^ To organize 
efficient delivery of health care in prison systems, correctional administrators need 
detailed information on the disease patterns of their populations. To this end, it will be 
important for future investigations to continue to explore the disease profile of inmate 
populations. 
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Mr. Scott. Thank you very much, Mr. Mitchell. 

Let me just ask you one quick question; we usually defer ques- 
tions until the end. But in your experience and education, how do 
you make sure that inmates actually learn the material, particu- 
larly when you consider that it has to he presented in a culturally 
sensitive manner? 

Mr. Mitchell. Well, the culturally sensitive manner, I don’t 
have a problem with that, because I think with the virus as deadly 
as it is, if we don’t do it, then we are not serving the community. 
I don’t think that you can make this an easy thing to say. I don’t 
think there is a special way to do it. 

I think that because they have been incarcerated and for what 
the problems are while you are incarcerated, I think you have to 
have more education in terms of educating the inmates to it and 
putting out or disseminating information that they can read, such 
as pamphlets. They have a lot of down time, where at night they 
could read the pamphlets about the AIDS virus and what it causes. 

So I think if there is some information given to them, that they 
can readily read — on bulletin boards. We all know the best way to 
get a product sold is through advertising, so if we want to sell this 
product, why don’t we advertise it within the penal institution? 
And I think that is just a good business principle, that if you want 
to have some results, advertise it within the penal institution so 
that they will know what the cause and effects are. 

Mr. Scott. Thank you. 

Ms. Waters, do you have any questions for Mr. Mitchell? He has 
a plane to catch. He will be leaving. 

Ms. Waters. No. I want to thank Mr. Mitchell very much. I did 
have an opportunity to talk with him a little bit earlier when I was 
here. You were over there, and I should have been over there too. 

However, I do thank you for being here today, and I certainly ap- 
preciate the work that you are doing and for your particular knowl- 
edge about what is going on in our prisons. 

You are there. You see the inmates. You have a sense of how in- 
formation is disseminated. You have enough knowledge about this 
to know that they can benefit from this program that we are trying 
to institute to save lives and to save the lives of mates on the out- 
side. 

So I just thank you for being here today and coming from so far 
to share this testimony with us. Thank you. 

Mr. Mitchell. Ms. Waters, I appreciate that. 

It is one thing to know that within our community, within the 
African-American community, this virus has escalated, and the fact 
of the matter is that we need to make sure that there is an aware- 
ness brought about, and if we don’t do that, then the virus con- 
tinues to happen. Nobody will take the fact that we need to do 
something. 

And I think this is one step in saying that within the penal sys- 
tem, we are going to do something. And I think from the Federal 
level, it says a lot about you all as Members of the Committee who 
are trying to allocate money for it. The States may have a difficult 
time, but I think from a Federal standpoint you all are doing an 
exciting job in doing this. 
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And I would just ask all of you, go visit a Federal penal institu- 
tion, and it will help you to make some good choices on what is 
going on there. It may he a system that we have to house people 
that have committed certain crimes, but they do a tremendous job 
in trying to rehabilitate those people and give them an opportunity 
for other jobs as they come out so that they can become productive 
citizens. It is a wonderful system, and I wish the States would 
adopt some of the things that we do in the Federal institutions. 

Ms. Waters. Thank you very much. 

Mr. Scott. Thank you. 

Visit the prisons is on our agenda. Mr. Forbes and I are looking 
for prisons to visit right now, and we expect there to be more than 
one. So thank you for that recommendation. 

Mr. Mitchell. Thank you, Mr. Chairman. 

Mr. Scott. Mr. Brown, you are recognized for 5 minutes. 

TESTIMONY OF DEVON BROWN, DIRECTOR, DEPARTMENT OF 

CORRECTIONS FOR THE DISTRICT OF COLUMBIA, WASH- 
INGTON, DC 

Mr. Brown. Good afternoon, Mr. Chairman and Members of the 
Subcommittee. I am Devon Brown, director of the District of Co- 
lumbia Department of Corrections. 

I appear before you today as a 33-year correctional executive 
whose experience includes leadership at both the State and local 
levels within Maryland, New Jersey and the District of Columbia 
correctional systems. I do so in firm support of House Resolution 
1943. 

Having spent the entirety of my career as a public servant in the 
proud membership of the correctional profession, I am acutely 
aware of the many challenges and demands of its operations and 
gravity of responsibilities. 

Having functioned as the director of the Montgomery County De- 
partment of Corrections and Rehabilitation in Maryland, warden of 
two of Maryland’s maximum security institutions and as a forensic 
psychologist, I have faced many concerns and issues existing within 
prison walls but ultimately having impact upon all of society. None 
are more important than those addressed by H.R. 1943 as it recog- 
nizes the growing interface between public safety and public 
health. 

This bill, like similar ones enacted throughout the country, recog- 
nizes the critical significance of diagnosing, educating and treating, 
where appropriate, all inmates for HIV/AIDS as they enter, reside 
within and leave prison gates. 

The proposed legislation understands that, as we speak, over 2.2 
million prisoners are currently incarcerated within our country’s 
prisons and jails with over 600,000 of them returning to our com- 
munities each year. These individuals will be re-establishing them- 
selves in our villages, our hamlets and neighborhoods, with many 
securing employment in fields requiring routine and close inter- 
action with the public. 

Of acute concern is the realization that approximately 3 to 5 per- 
cent of them will be released from confinement with HIV and 
AIDS, a statistic which is five times the rate of prevalence in the 
general population. 
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These individuals will return to their families, resituate them- 
selves and resume their lives infected with a highly pernicious, de- 
structive and contagious disease. Many will be unaware that they 
are the host of this acutely devastating virus, nor will they know 
that their disorder has the potential of being innocently passed on 
to unsuspecting others both within and outside of prison gates. 

H.R. 1943 endeavors to promote public health for all of the coun- 
try by ensuring that inmates are automatically tested for HIV and 
AIDS upon commitment to Federal custody, educated about the dis- 
ease and treated. Moreover, they are again tested upon completing 
their term of incarceration. 

These provisions are consistent with the Centers for Disease 
Control recommendations and those of several other jurisdictions, 
among them the District of Columbia. As a means to offset the fis- 
cal resources necessary to implement this legislation, funding is 
available through SAMHSA with guidance provided by the CDC. 

As correctional systems take on an increasing and more vital role 
in promoting the vibrancy of our communities, their efforts must 
include doing more to contain the spread of HIV and AIDS. Inas- 
much as 90 percent of all HIV-positive cases detected in prisons re- 
portedly involve those who have contracted the infection prior to in- 
carceration, the proposed legislation will also play an important 
role in protecting the health of the brave men and women who 
serve the people of this country each day through their employment 
within correctional facilities. 

By diagnosing, educating and treating the inmate population 
who possess the disorder, it is less likely to be spread to prison 
staff as well. House Resolution 1943 recognizes this necessity. Its 
enactment is in the best interest of our correctional systems and 
the public they serve. 

In recognition of this reality, last June the District of Columbia 
Department of Corrections became the first municipal detention fa- 
cility in the United States to comprehensively expand its existing 
inmate health care services to address the HIV pandemic by inte- 
grating automatic HIV testing into its routine medical intake oper- 
ations and release procedures. 

As most correctional systems test for HIV under limited, vol- 
untary conditions, our approach in automatically testing all detain- 
ees at the front and back end of incarceration is highly congruent 
if not identical with the elements of H.R. 1943 and stands as indis- 
putable evidence of the feasibility as well as success of these proce- 
dures. 

Our condom distribution program, implemented during the early 
1990’s, was likewise one of the first initiatives of its kind in the 
Nation and complements our automatic HIV testing strategy by 
contributing to the deterrence of the disease’s transmission. The 
condom distribution initiative began at a time when only a handful 
of correctional systems supported such a response to controlling 
HIV in correctional settings. 

It is important to note that while our departmental policy strictly 
prohibits sexual activity among inmates, the HIV/AIDS issue is 
considered more insidious than the consequences resulting from in- 
mates committing consensual sex-related infractions. 
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In conclusion, I leave you with these ohservations made in 1929 
by the National Society for Penal Information, as conveyed in a 
publication entitled, “Health and Medical Service in American Pris- 
ons and Reformatories,” by F.L. Rector. And I quote: “Viewed from 
whatever angle, whether social, economic, administrative or moral, 
it is seen that adequate provision for health supervision of the in- 
mates of penal institutions is an obligation which the State cannot 
overlook without serious consequences to both the inmates and the 
community at large.” 

These resounding words are as true today as when related over 
7 decades ago. As it relates to HIV/AIDS transmission, the health 
of our Nation shall be greatly influenced by the manner in which 
we address our prisons. 

House Resolution 1943 affirms this truth. Recognizing the pro- 
found importance that this bill will have in furthering the health 
of all citizens, I enthusiastically support its passage. 

Mr. Chairman, this concludes my testimony. 

[The prepared statement of Mr. Brown follows:] 

Prepared Statement of Devon Brown 

Good Morning Mr. Chairman and members of the Judiciary Committee, I am 
Devon Brown, Director of the District of Columbia Department of Corrections. I ap- 
pear before you today as a 33-year correctional executive whose experience includes 
leadership at both the State and local levels within Maryland, New Jersey State, 
and the District of Columbia correctional systems. I do so in firm support of House 
Resolution 1943. 

Having spent the entirety of my career as a public servant in the proud member- 
ship of the correctional profession, I am acutely aware of the many challenges and 
demands of its operations and gravity of responsibilities. Having functioned as the 
Director of the Montgomery County Department of Corrections and Rehabilitation, 
warden of two of Maryland’s Maximum Security institutions and as a forensic psy- 
chologist, I have faced many concerns and issues existing within prison walls but 
ultimately having impact upon all of society. None are more important than those 
addressed by H.R. 1943 as it recognizes the growing interface between public safety 
and public health. 

This bill, like similar ones enacted throughout the country, recognizes the critical 
significance of diagnosing, educating, and treating, where appropriate, all inmates 
for HIV/AIDS as they enter, reside within, and leave prison gates. The proposed leg- 
islation understands that as we speak, over 2.2 million prisoners are currently in- 
carcerated within our country’s prisons and jails with over 600,000 of them return- 
ing to our communities each year. These individuals will be re-establishing them- 
selves in our villages, hamlets, and neighborhoods, with many securing employment 
in fields requiring routine and close interaction with the public. Of acute concern 
is the realization that approximately 4-5% of them will be released from confine- 
ment with HIV/AIDS, a statistic which is five times the rate of prevalence in the 
general population. These individuals will return to their families, resituate them- 
selves and resume their lives infected with a highly pernicious, destructive, and con- 
tagious disease. Many will be unaware that they are the host of this acutely dev- 
astating virus, nor will they know that their disorder has the potential of being in- 
nocently passed on to unsuspecting others both within and outside of prison gates. 

H.R. 1943 endeavors to promote public health for all of the country by ensuring 
that inmates are automatically tested for HIV/AIDS upon commitment to federal 
custody, educated about the disease and treated where warranted. Moreover, they 
are again tested upon completing their term of incarceration. These provisions are 
consistent with the Centers for Disease Control (CDC) recommendations and those 
of several other jurisdictions among them the District of Columbia. As a means to 
offset the fiscal resources necessary to implement this legislation, funding is avail- 
able through the U.S. Department of Health Department with guidance provided by 
the CDC. 

As correctional systems take on an increasing and more vital role in promoting 
the vibrancy of our communities, their efforts must include doing more to contain 
the spread of HIV/AIDS. Inasmuch as 90% of all HIV positive cases detected in pris- 
ons reportedly involve those who have contracted the infection prior to incarcer- 
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ation, the proposed legislation will also play an important role in protecting the 
health of the brave men and women who serve the people of this country each day 
through their employment within correctional facilities. By diagnosing, educating, 
and treating the inmate population who possess the disorder, it is less likely to be 
spread to prison staff as well. House Resolution 1943 recognizes this necessity. Its 
enactment is in the best interest of our correctional systems and the public they 
serve. 

In recognition of this reality, last June the District of Columbia Department of 
Corrections became the first municipal detention facility in the United States to 
comprehensively expand its existing inmate health care services to address the HIV 
pandemic by integrating automatic HIV testing into its routine medical intake and 
release procedures. As most correctional systems test for HIV under limited, vol- 
untary conditions, our approach in automatically testing all detainees at the front 
and back end of incarceration is highly congruent with the elements of H.R. 1943 
and stands as indisputable evidence of the feasibility as well as success of these pro- 
cedures. Our condom distribution program, implemented during the early 1990’s, 
was likewise one of the first initiatives of its kind in the nation and complements 
our automatic HIV testing strategy by contributing to the deterrence of the disease’s 
transmission. The condom distribution initiative began at a time when only a hand- 
ful of correctional systems supported such a response to controlling HIV in correc- 
tional settings. It is important to note that while our departmental policy strictly 
prohibits sexual activity among inmates, the HIV/AIDS issue is considered more in- 
sidious than the consequences resulting from inmates committing consensual sex re- 
lated infractions. 

In conclusion, I leave you with these observations made in 1929 by the “National 
Society for Penal Information” as conveyed in a publication entitled, Health and 
Medical Service in American Prisons and Reformatories, by F.L. Rector: 

‘Viewed from whatever angle, whether social, economic, administrative, or 
moral, it is seen that adequate provision for health supervision of the inmates 
of penal institutions is an obligation which the state cannot overlook without 
serious consequences to both the inmates and the community at large.” 

These resounding words are as true today as when related over 7 decades ago. 
As it relates to HIV/AIDS transmission, the health of our nation shall be greatly 
influenced by the manner in which we address our prisons. House Resolution 1943 
affirms this truth. Recognizing the profound importance that this bill will have in 
furthering the health of all citizens, I enthusiastically support its passage. 

Mr. Chairman, this concludes my testimony. I would be pleased to respond to any 
questions that you may have of me at this time. Thank you. 

Mr. Scott. Thank you, Mr. Brown. 

Mr. Jones? 

TESTIMONY OF VINCENT JONES, EXECUTIVE DIRECTOR, 
CENTER FOR HEALTH JUSTICE, WEST HOLLYWOOD, CA 

Mr. Jones. Good afternoon, Mr. Chairman and Members of the 
Committee. My name is Vincent Jones. I am the executive director 
of the Center for Health Justice. 

The Center for Health Justice is the Nation’s only nonprofit orga- 
nization solely focused on HIV prevention and treatment education 
for incarcerated populations. Our mission is to empower people af- 
fected by HIV in incarceration to make healthier choices and to ad- 
vocate for the elimination of disparities between prisoner health 
and public health. 

More specifically, we provide treatment adherence education to 
positive inmates, prevention education to incarcerated women and 
men at high-risk for HIV infection, and supportive services to posi- 
tive parolees upon release. 

We are the Nation’s largest provider of condoms inside correc- 
tional facilities, and run a nationwide toll-free prevention and 
treatment hotline for inmates. We also have an active policy and 
advocacy team. 
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The Center for Health Justice was founded in 2000 by advocates 
with over 20 years’ experience in the field to focus treatment, advo- 
cacy and prevention efforts for the incarcerated population, an 
often-forgotten subset of Americans. 

Our work is guided by the principle that prevention and treat- 
ment in correction facilities should be equal to that of the general 
public. We call this health justice. 

In general, positive people in the community have access to qual- 
ity medical care, medications, treatment education and advocacy 
and support services, and so should positive prisoners. Positive and 
at-risk folks in the community have access to education, condoms 
and hotlines. So should prisoners. 

Our staff and board have examined H.R. 1943, the Stop AIDS in 
Prison Act, through the lens of Health Justice and decided to sup- 
port this bill. We applaud Congresswoman Maxine Waters for rec- 
ognizing the intersection of HIV and correctional facilities and 
thank her for her leadership on this very important issue. 

Before I tell you why we support the Stop AIDS in Prison Act, 
let me share some facts. 

In the United States, one in four people with HIV pass through 
a jail or prison each year; 26 years into the epidemic, a quarter of 
those with HIV are undiagnosed. Women, especially women of 
color, constitute an increasingly large proportion of new infections. 

And this might come as a surprise to some, but over 90 percent 
of people in prison or jail return to their communities in a matter 
of months, bringing back to their communities the effects of poor 
HIV medical treatment and prevention efforts inside. 

But there is a silver lining. The simplest and most cost-effective 
way to address the HIV pandemic is through education and pri- 
mary care providers, but incarcerated populations generally lack 
formal schooling and adequate health care. Hence, in-custody pro- 
grams often mark their first and only opportunity for HIV preven- 
tion and treatment education and the best teachable moment, 
when they are sober, contemplative and in a single-sex environ- 
ment. 

The Stop AIDS in Prison Act recognizes those facts and takes ad- 
vantage of this public health opportunity incarceration presents 
without taking advantage of prisoners and their decreased capacity 
to decline or meaningfully consent to participation and interven- 
tion. 

It also encourages routine HIV testing in a manner that mirrors 
testing in the general public and approaches treatment holistically 
and also updates the formulary rules in a manner that will en- 
hance confidentiality and help extend the lives of Americans living 
with HIV. 

Now for a few statistics. Controlling the epidemic begins with 
more people knowing their status. HIV testing upon request is the 
norm in the general public and should be the case inside correction 
facilities. We are delighted that H.R. 1943 stipulates that an in- 
mate’s request for a test cannot be used against her or him in a 
punitive manner. The fewer disincentives to testing that exist, the 
greater likelihood that an individual would choose to be tested and 
begin to make healthier choices upon learning their HIV status. 
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While we believe it is important for more people to know their 
status, we know that inmates are more likely to make healthier 
choices after learning their status if they choose to take the test 
themselves rather than have that choice imposed upon them. For 
that reason, we are happy that this bill provides a clear opt-out 
provision for inmates. 

The bill further requires that testing be offered upon entry and 
release and contrasts legislation proposed from other jurisdictions 
requiring testing only upon exit. Testing upon entry and release is 
preferable because it allows an individual receiving a positive diag- 
nosis to do so in an environment where he or she can receive re- 
quired care rather than just a diagnosis upon departure. 

We also like the strong pre-test and post-test counseling as it 
helps inmates to understand the ramifications of a positive or a 
negative result. 

We are also pleased that this bill calls for comprehensive treat- 
ment. Not only is comprehensive treatment the goal in the general 
public, but it is a more effective approach to reducing reinfection 
and prolonging lives. 

Providing for a formulary that will contain all the FDA-approved 
medications necessary to treat HIV and AIDS and providing for 
automatic renewal systems for medications and requiring that 
medical and pharmacy personnel provide timely and confidential 
access to medication are all essential to providing quality care in 
prison. And we are happy that these issues are addressed in the 
bill and reflect the authors’ comprehensive understanding of the 
challenges of HIV care in incarcerated settings. 

At the Center for Health Justice, we assist inmates in developing 
pre-release plans that take their health into consideration and 
know the effectiveness of these types of tools. We are also happy 
that this bill provides a similar planning. 

Finally, the exposure incident provision in this bill is one in 
which we look forward to working with the author to improve. It 
could be argued that this provision makes prisoners living with 
HIV the subject of scrutiny rather than members of our community 
to be supported with increased counseling and testing and edu- 
cational resources. We agree with the goal of reducing intramural 
HIV transmissions, including to staff, but we believe this can be 
done in a different manner. 

In closing, I cannot thank you enough for the opportunity to pro- 
vide our expertise to those whose goals are consistent with our mis- 
sion. The passage of this bill will help plug a huge gap in our Na- 
tion’s plan to reduce the spread of HIV and extend the lives of 
Americans living with the virus. 

I welcome the opportunity to show any of you how our programs 
work in real incarcerated settings, as that can help you understand 
why we believe that the bill is so essential. 

Thank you. 

[The prepared statement of Mr. Jones follows:] 

Prepared Statement of Vincent Jones 

Good morning. My name is Vincent Jones. I am the Executive Director of the Cen- 
ter for Health Justice, an organization based in Los Angeles. The Center for Health 
Justice empowers people affected by HIV and incarceration to make healthier 
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choices and advocates for the elimination of disparities between prisoner health and 
public health. 

More specifically, Center for Health Justice provides treatment adherence edu- 
cation to HIV+ inmates, HIV prevention education to incarcerated women and men 
at high-risk for HIV infection, and supportive services to HIV-i- parolees upon re- 
lease. We are also the nation’s largest provider of condoms inside correctional facili- 
ties, and provide prisoners access to condoms in the Los Angeles and San Francisco 
County Jail systems. Finally we run a nationwide HIV prevention hotline that pris- 
oners may call collect while incarcerated. 

The Center for Health Justice was founded in 2000 by HIV advocates with over 
20 years experience in the field to focus HIV treatment advocacy and prevention ef- 
forts on incarcerated populations, an often forgotten subset of the HIV community. 
But ignoring this population is the detriment of us all. 

Here are the facts: In the US one in four people with HIV pass through a jail 
or prison each year; 26 years into the epidemic a quarter of those with HIV are 
undiagnosed. Women, especially women of color, constitute an increasingly large 
proportion of new infections. And this might come to a surprise to some but over 
90% of people in prison or jail return to their communities in a short period of time, 
bringing back to their communities the effects of poor HIV medical treatment and 
prevention efforts inside. 

The fundamental tenet of our organization is the principle that HIV prevention 
and treatment in correctional facilities should be equal to that of the general public. 
We call this health justice. In general, HIV-i- folks in the community have access 
to quality medical care, HIV medications, treatment education and advocacy and 
support services: HIV-h prisoners should also. HIV-h and at-risk folks in the commu- 
nity have access to prevention education, condoms and HIV hotlines that provide 
information to reduce the risk of transmission: HlV-r and at-risk prisoners should 
to. 

Applying principle of Health Justice to the real world is not only the right thing 
to do but it is also good policy. 

Today, I am here to tell you that our staff and board have examined HR 1943, 
the STOP AIDS in Prison Act of 2007 through the lens of Health Justice and de- 
cided to support this legislation. We applaud Congresswoman Maxine Waters for 
recognizing the intersection of HIV and correctional facilities and thank her for her 
leadership on this very important issue. 

As you know the purpose of the bill is to stop the spread of HIV and AIDS among 
prisoners, to protect staff from HIV infection, to provide comprehensive medical 
treatment to prisoners who are living with HIV, to promote HIV awareness and pre- 
vention among prisoners, to encourage prisoners to take responsibility for their own 
health and to reduce the transmission of HIV in prison. 

We like the fact that many elements of this legislation conforms with existing 
standards and practices employed outside of correctional facilities. More specifically: 

• Testing and Counseling upon intake is consistent with the provision of 
testing to individuals who are not incarcerated. The strong pre and post test 
counseling component of the legislation is critical because it helps inmates 
understand the potential ramifications of a positive OR a negative result. In 
either instance, it is incumbent upon them to make healthier choices and ap- 
propriate counseling and education makes that more likely. 

• Improved HIV Awareness through Education is critical. The simplest 
and most cost-effective way to address the HIV epidemic is through education 
and primary care providers, but incarcerated populations generally lack for- 
mal schooling and adequate healthcare. Hence, in-custody programs often 
mark their first and only opportunity for HIV prevention education and in the 
best teachable moment: when constituents are sober, contemplative, and in 
single sex environments. In our experience while education is available to 
some portion of prisoners at some times in some facilities, all programs could 
benefit from increased access by community service providers and health de- 
partments and prisoner peer educators to provide HIV education. We particu- 
larly support the provision of educational materials to be available at inter- 
vals during incarceration including at orientation, in medical clinics at reg- 
ular educational programs and prior to release. In our experience education, 
particularly about a sensitive topic as HIV, is best reinforced frequently and 
provided repeatedly to individuals who at various points during their lives 
and incarceration may be more open to receiving such information. 

• Controlling the HIV epidemic begins with more people knowing their HIV sta- 
tus. HIV Testing upon request is the norm in the general public and 
should be the case inside correctional facilities as well. We are delighted that 
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the legislation stipulates that an inmate request for an HIV test can not he 
used against her or him in a punitive manner. The few obstacles to testing 
that exist the greater likelihood that an individual will choose to be test and 
begin to make healthier choices upon learning their HIV status. 

• The encouragement of HIV testing of pregnant women is also critical and is 
the norm in the general population. We know that we can stop the trans- 
mission of HIV from a mother to her child if the appropriate treatment is 
given at the right time. 

• By doing HIV prevention and treatment education in correctional facilities for 
the past seven years, we know that HIV is often one a mjriad of issues that 
our clients face. For this reason, we apply a holistic approach to treatment. 
We are pleased that this bill calls for comprehensive treatment as well. Not 
only is comprehensive HIV treatment the goal in the general public but it is 
a more effective approach to reducing re-infection and prolonging lives. The 
confidential counseling and voluntary partner notification aspects of this leg- 
islation are important too because they help to create an environment in 
which HIV positive inmates will seek out and adhere to treatment. 

• Providing for a formulary that will contain all of the FDA-approved medica- 
tion necessary to treat HIV/AIDS is essential. The science around HIV is con- 
stantly evolving and the disease affects people differently. One drug that does 
the trick for one person may not work at all for another. The provision of 
automatic renewal systems for medication is also essential and we’re glad it’s 
included in this bill. It is not uncommon for inmates to go without medica- 
tions for weeks because their prescription expired after three months — but ac- 
cess to a physician to renew them took more than that time. We were able 
to resolve this issue with the Sheriffs Department of Los Angeles County, 
and we are happy to see that this specific issue was addressed in this bill. 
It reflects the author’s comprehensive understanding of the challenges of HIV 
care in an incarcerated setting. 

• Requiring that medical and pharmacy personnel provide timely and confiden- 
tial access to medications similarly reflects that the author of the legislation 
understands that in correctional settings it is difficult to provide medications 
in a way that protects confidentiality. In our experience, HIV-h prisoners’ con- 
fidentiality is often violated when medications are distributed to folks in long 
lines and without a way to conceal the type of medication being distributed. 
And as you know, one’s HIV positive status is a highly protected status in 
terms of confidentiality law in the general public and should be in incarcer- 
ated settings due to the many real negative implications that can and do re- 
sult from being HIV positive in prison or jail. 

• We assist inmates in developing pre-release plans that take their health into 
consideration and know the effectiveness of these types of tools. We are happy 
that this bill provides for similar planning especially. Many inmates often 
lack access to adequate health care but can be helped to surmount the obsta- 
cle with the proper planning 

• To our knowledge, no population is required to take an HIV test. We are 
happy that this bill provides a clear opt-out provision for inmates. While we 
believe it is important for more people to know their status, we know that 
inmates are more likely to make healthier choices after learning their status 
if they choose to take the test themselves. 

• The bill further requires that testing be offered upon entry and release, in 
contrast to legislation proposed in various other jurisdictions requiring testing 
only upon exit. Testing upon entry and release is preferable because it allows 
an individual receiving a positive diagnosis to do so in an environment where 
he or she can receive required care, rather than just a diagnosis upon depar- 
ture. 

• The exposure incident provision in the bill is one which we look forward to 
working with the author to improve. It could be argued that this provision 
making prisoners living with HIV the subject of scrutiny rather than mem- 
bers of our community to be supported with increased counseling and testing 
and educational resources. We agree with the goal of reducing intra-mural 
HIV transmission including to staff but we believe this could be done in a dif- 
ferent manner. 
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IN CONCLUSION 

We are pleased that the Congress of the United States has taken official notice 
of the issue of HIV among the incarcerated. We support efforts to increase HIV test- 
ing in a manner that mirrors HIV testing in the community, takes advantage of the 
public health opportunity incarceration presents without taking advantage of pris- 
oners and their decreased capacity to decline or meaningfully consent to participa- 
tion in interventions. 

Thank you for the opportunity to provide our expertise to those whose goals are 
consistent with our mission: to empower those affected by HIV and incarceration to 
make healthier choices. 

Thank you. 
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Ms. Waters. Thank you. 

Mr. Scott. Thank you. 

Mr. Fornaci? 

TESTIMONY OF PHILIP FORNACI, DIRECTOR, D.C. PRISONERS’ 

PROJECT, WASHINGTON LAWYERS’ COMMITTEE FOR CIVIL 

RIGHTS AND URBAN AFFAIRS, WASHINGTON, DC 

Mr. Fornaci. Good afternoon. Thank you. My name is Phillip 
Fornaci. I am director of the D.C. Prisoners’ Project at the Wash- 
ington Lawyers’ Committee for Civil Rights. 

In that capacity, we work with folks who are incarcerated here 
in D.C. And as probably most of you are familiar, in D.C., all folks 
who are convicted of felonies are sent into the Federal Bureau of 
Prisons. So we work very closely with folks who are held in the 
Federal Bureau of Prisons. 

I wanted to thank the Chairman for having this hearing and to 
especially thank Congresswoman Maxine Waters for her leadership 
on this bill. It is a very important step in curbing the spread of 
HIV, which has decimated so many communities in this country. 

We believe that testing combined with effective AIDS education 
efforts can help to prevent new HIV infections. This is really where 
we are going. 

About a dozen years ago, I used to run the largest legal organiza- 
tion in D.C. that was geared toward protecting people against dis- 
crimination based on HIV. A dozen years ago, things were a little 
bit different. It was very common to have landlords who would not 
rent to someone with HIV, employers who would not hire someone, 
doctors who would not even treat someone with HIV. And a lot of 
that has changed, in part because there has been such a massive 
public education effort that has gone on over the years and the 
awareness has grown. 

But I think we need to remember that in jails and prisons, it is 
different. They have not had that exposure, generally speaking, to 
those kinds of educational efforts. It has not reached them or in 
any case has not been received. It is not been clear I think to a 
lot of prisoners how HIV is spread, how it affects people who have 
it. And discrimination is rampant in the world of folks who are in- 
carcerated, in a world that is marked by violence and desperation. 

We had a case a few years ago that we actually just settled last 
year involving someone in a jail facility who, because he had some 
dispute with a corrections officer, that corrections officer posted his 
medical records on a bulletin board that was in a common area of 
the jail. That inmate was subjected to physical violence, his bed 
was burned, and faced harassment for the rest of his stay in jail. 

So we want to be aware that those kinds of things do happen, 
and they will happen again in the future. We want to try to pre- 
vent it, but this is the culture into which we are dropping this bill, 
and I think it is important that we understand that. 

Some comments on the legislation specifically. 

We commend the idea of comprehensive HIV education and the 
testing protocol, and particularly we would also like to commend 
the inclusion of the opt-out provision. Testing in itself will do noth- 
ing unless people are willing to do something with the test results. 
We can’t force people to get tested and say, “Ha, ha, you are posi- 
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tive,” and expect for a result to come out of it. It needs to be a vol- 
untary process, as Mr. Jones has already testified, to make that ef- 
fective. 

So I would urge you to certainly preserve the voluntary nature 
of the testing program, which is so crucial, and consider adding a 
written informed consent that is some kind of a sign-off for the in- 
dividual prisoner to say, “Yes, I have been told I can opt out of it; 
I have decided to get tested,” or, “No, I have not.” 

We just want to make sure that there is no coercion in this whole 
process, which is very, very likely to happen without some kind of 
a formalistic process of informed consent. 

I have one concern with regard to the bill, and it is not so much 
concern about the bill but the environment in which we are bring- 
ing it into, is the confidentiality provisions. They could potentially 
be strengthened in the bill. And I wanted to give a few suggestions, 
and you may do with them what you may. They are in my written 
testimony. I will elaborate slightly. 

One is that we want to require that no non-medical staff have 
access to medical records. This is a basic premise, and it is gen- 
erally the rule in most penal institutions but not always, and very 
often it happens that people have non-medical staff have access to 
medical records. When they do, it causes a problem. 

The other thing is there need to be swift and certain con- 
sequences, including potential job dismissal, for staff who allow 
confidential medical information, including information about HIV, 
to be released to another prisoner. This is where problems result, 
when the information becomes widely known and people become 
known as HIV-positive within a prison setting. It will lead to vio- 
lence, undoubtedly. 

We also want to ensure that there is adequate staffing patterns 
so that people are protected from violence, which again we know 
is more common than we would like to think in these facilities. And 
there will be more of it when we are dropping in a situation where 
many, many people will be tested for HIV and many people who 
didn’t know they were positive were find out they are positive. 

Finally, I want to raise the issue of the Prison Litigation Reform 
Act. Actually it creates a little bit of a barrier to enforcing the con- 
fidentiality provisions of this bill. If, for example, the instance that 
I brought up earlier of a person whose medical records are posted 
on the wall, there would be no remedy for that person because of 
the Prison Litigation reform Act. Because it did not cause a phys- 
ical injury to them despite that it caused much humiliation and 
pain and suffering, they would not be entitled to any kind of litiga- 
tion as a result of that confidentiality breach. 

Finally, I just want to make one statement with regard to the 
HIV testing on re-entry, which is a great idea and I commend you 
for including that in the bill. I would again, though, specifically in- 
clude language that I have put in my written testimony, basically 
that a refusal to take an HIV test will not affect the program place- 
ment or the person’s eligibility for a halfway house placement. And 
there is a very strong possibility of discrimination against people 
who decide they don’t want to be tested for whatever reason and 
they need to get into a halfway house. 
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We had an incident a few years ago, we had a case where one 
of our clients was to he released on parole, and it became known 
to the parole authorities that she was HIV-positive. She actually 
told them because she had taken coursework in how to live with 
your HIV diagnosis. She was denied parole. We had to bring actu- 
ally a habeas corpus suit in that situation to win her release, in 
part because people didn’t understand HIV in the parole process. 

So I just wanted to raise some cautionary remarks. But again, 
I want to commend this Committee and particular Congresswoman 
Waters for bringing this. 

Thank you very much. 

[The prepared statement of Mr. Fornaci follows:] 

Prepared Statement of Philip Fornaci 

Thank you for this opportunity to provide testimony on H.R. 1943, the “Stop AIDS 
in Prison Act Of 2007.” In particular, I would like to thank Representative Maxine 
Waters for her outstanding leadership on this issue, as well as the important roles 
played by Congressman Conyers, Congressman Smith, Congressman Scott, Con- 
gressman Forbes, Congresswoman Lee, and Congresswoman Christensen as co-spon- 
sors. 

My name is Philip Fornaci. I am Director of the D.C. Prisoners’ Project, a section 
of the Washington Lawyers’ Committee for Civil Rights & Urban Affairs. Our orga- 
nization represents D.C. prisoners held both locally in D.C. jail facilities as well as 
those held in the federal Bureau of Prisons (BOP), where those convicted of felonies 
in D.C. are sent. We advocate for appropriate medical care, protection from violence, 
and access to basic constitutional rights. 

Although D.C. prisoners are a small percentage of the overall BOP population, 
more than 7,000 D.C. prisoners are spread throughout 99 separate BOP institutions, 
and our organization receives correspondence from individuals living in as many as 
70 different facilities every year. Because we focus heavily on health care issues in 
the BOP, we have a great deal of experience with regard to medical care at a wide 
range of facilities. Additionally, because D.C. prisoners have a higher-than-average 
prevalence of HIV infection than other prisoners in the BOP, we have a broad per- 
spective on issues facing people with HIV in these facilities. I appreciate the oppor- 
tunity to comment on this legislation. 

The most significant aspect of the Stop AIDS in Prison Act is simply that it pro- 
vides official recognition of the AIDS epidemic within the federal Bureau of Prisons 
(BOP). Because most prisoners in the BOP will eventually leave prison, BOP poli- 
cies and procedures can have a strong impact on public health efforts to limit the 
spread of HIV outside of prison. Effective AIDS education programs, policies that 
encourage and support responsible behavior, and comprehensive medical treatment 
for people in BOP custody are therefore extremely important for all Americans. 

HIV TESTING 

The centerpiece of the Stop AIDS in Prison Act is its mandate for routine HIV 
testing in all BOP facilities in the context of pre- and post-test counseling. I com- 
mend the bill’s sponsors for recognizing that “routine HIV testing” requires provi- 
sions to allow people to “opt out” of HIV testing if they choose to do so, while also 
giving prisoners an opportunity to receive this important information about their 
health. 

The opt-out provision is particularly important because, consistent with the goals 
of the legislation, it does not simply coerce prisoners into learning their HIV status. 
It recognizes that prisoners need to choose to be tested for the goals of the legisla- 
tion to be achieved. Effective HIV prevention requires HIV education, along with 
testing, so that people can change their behaviors. The prisoner must enter the proc- 
ess voluntarily, be willing to learn about how to protect himself and others from in- 
fection, and use that information when he is released. A more coercive approach 
that does not allow a prisoner to decline testing is unlikely to be effective in achiev- 
ing the educational purposes behind testing. HIV testing on its own does nothing 
to prevent the spread of HIV. What happens after testing is crucial. 

Recommendation; Written Informed Consent. To preserve the viability of the 
opt-out provision, and to ensure that all prisoners recognize that they have the abil- 
ity to refuse testing, it is extremely important that the bill be amended to include 
provisions for written informed consent. Currently, there are no controls in place 
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that will ensure that prisoners have free choice to exercise their opt-out right, and 
there is significant room for coercion. Remedying this need not be complicated. In 
order to ensure that prisoners are aware that they have the right to be tested, and 
the right to refuse to be tested, the BOP can design a simple form to that effect, 
which would remain in the prisoner’s medical file. It would also ensure that, rather 
than simply telling prisoners that they have a free choice around testing, there are 
actual procedures in place documenting a prisoner’s exercise of that choice. 

HIV TREATMENT 

Another important aspect of the bill is the requirement that prisoners testing 
positive for HIV receive comprehensive HIV treatment. Although the BOP is re- 
quired to provide constitutionally-mandated levels of medical care, it is not always 
delivered in every BOP facility. We frequently receive reports from men and women 
who have been denied consistent HPV treatment while in the BOP, with frequent 
treatment interruptions. Some BOP facilities tend to provide only the most minimal 
treatment for HIV, changing medications in favor of the least-expensive treatments, 
regardless of their effectiveness. (This is particularly a problem in privately-owned 
facilities that contract with the BOP.) Other facilities have chaotic health care deliv- 
ery systems that result in prisoners missing treatments or receiving the wrong 
medicines. 

It is important to recognize that treatment for HIV also requires that facilities 
provide adequate levels of general health care. People with HIV often also have hy- 
pertension, diabetes, or hepatitis. “Comprehensive medical treatment to inmates 
who are living with HIV/AIDS” (section 2(b)(1)) must also include treatment for non- 
HIV conditions for people who also have HIV. 

It is my hope that, with enactment of this legislation, the BOP will take this legis- 
lative mandate seriously, effectively monitoring its facilities to ensure that every 
prisoner’s serious medical needs are being met. At this point, no such effective moni- 
toring process is in place. 


CONFIDENTIALITY CONCERNS 

The bill contains language aimed at protecting the confidentiality of HIV-related 
medical information (section 3(7)), but this language is unfortunately inadequate for 
the important task at hand. Although stigma and prejudice associated with HIV in- 
fection have decreased to some extent in the broader society over the last twenty 
years, people with HIV still suffer from job and housing discrimination as a result 
of their HIV status. Despite many years of public education, huge segments of the 
U.S. population still retain false information about HIV and about the people who 
live with it. Unfortunately, HIV is not treated like other diseases. 

Within the walls of any BOP prison, however, the situation is far worse. HIV is 
not treated like diabetes or hypertension. People with HIV in jails and prisons 
across the U.S. are isolated and singled out for violent treatment. Outmoded beliefs 
about how HIV transmission occurs, as well as false stereotypes about people in- 
fected with HIV, are commonplace. It becomes fodder for homophobic attacks and 
physical violence. Ignorance about HIV runs rampant not only among prisoners but 
among correctional and even medical staff as well. In the prison setting, where vio- 
lence (including sexual assault) is ever-present, persons with HIV must keep their 
HIV status private for their own protection. Identifying as a diabetic or even some- 
one with mental illness does not place people at risk of violence; identifying as HIV- 
positive may cost a prisoner his life. 

One example may be instructive. Our organization represented a man who, for 
reasons that remain unknown, had apparently gotten into a dispute with a correc- 
tional officer. That officer posted the man’s HIV medical records on a bulletin board 
in a common area in the facility. As a result, our client was threatened repeatedly 
through anonymous notes and, when he was moved to another facility, the threats 
continued and his bed was burned. Although he survived, he lived the rest of his 
sentence in fear of further attacks, knowing that both staff and prisoners were po- 
tential assailants. 

However, unlike in our case, where we were able to bring litigation under local 
law, the federal Prison Litigation Reform Act (PLRA) will prevent any BOP prisoner 
whose confidentiality has been breached from enforcing this provision of the bill. 
There is no way for a prisoner to enforce the confidentiality provisions of this bill, 
nor is there any way to recover damages for the terror, mental anguish, and threats 
that would result from a confidentiality breach. 

Recommendation: Strengthen the confidentiality provisions of this hill. 
As in the case described here, corrections staff themselves sometimes use HIV infor- 
mation to manipulate and harass prisoners, just as some staff commonly use infer- 
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mation about a prisoner’s sexual orientation or alleged status as a “snitch” to en- 
force a code of behavior. Simply educating staff about the importance of confiden- 
tiality will do little to deter such actions. In the context of this bill, where thousands 
of people with HIV will be identified, it is imperative that the BOP adopt strict pro- 
cedures to protect prisoners potentially stigmatized by their HIV status. Specifically, 
enhanced confidentiality protections should include: 

• A requirement that no non-medical staff have access to confidential prisoner 
medical information. There is no security-based reason why a corrections of- 
fice would need to know any confidential medical information, whether HIV 
status, a mental illness diagnosis, or cancer. 

• The guarantee of swift and certain consequences, including job dismissal, for 
staff who allow confidential medical information (including information about 
HIV status) to be released to another prisoner. 

• Adequate staffing patterns and transparent institutional rules protecting pris- 
oners against violence from other prisoners, regardless of the cause of the vio- 
lence. 

• Include under this bill an exemption from the PLRA’s physical injury and ex- 
haustion of administrative remedies requirements to allow prisoners to file in- 
dividual lawsuits to enforce this provision when corrections staff fail to pro- 
tect their confidential medical information. 

HIV TESTING AND PAROLE 

The requirement that prisoners be tested prior to release is a useful opportunity, 
and probably the most appropriate time for HIV testing. However, individuals may 
have their own reasons for not wanting to be tested while incarcerated and wish 
to exercise their opt-out rights. 

A few years ago, our organization represented a woman whose parole was denied 
because parole authorities found out she was HIV-positive. They discovered this be- 
cause the woman revealed this fact herself, citing as proof of her educational 
achievements that she had completed a course in “Dealing with Your HIV Diag- 
nosis.” The parole authorities, expressing a level of ignorance not uncommon in 
some parts of the broader community, decided that she would be a risk to the com- 
munity. We had to file a habeas corpus petition to secure her release on parole, 
which was successful largely because the case generated some media attention. 

There are many other reasons why prisoners may not want to be tested prior to 
release, both practical and psychological. Their rights to refuse should not be taken 
lightly. 

Recommendation; Explicitly endorse the right to opt-out of testing prior 
to reentry. Although the bill refers back to the opt-out provision, that provision 
does not address issues like release to halfway house or other pre-release issues. 
Section 3(9) should also add language similar to: “However, the inmate’s refusal 
shall not be considered a violation of prison rules, result in disciplinary action, or 
affect program placement, including eligibility for halfway house placement. 

Thank you for this opportunity to provide comments on this important piece of 
legislation. I am available to answer any questions you may have. 

Mr. Scott. Thank you. 

Admiral Kendig? 

TESTIMONY OF REAR ADMIRAL NEWTON E. KENDIG, M.D., AS- 
SISTANT DIRECTOR, HEALTH SERVICES DIVISION, FEDERAL 
BUREAU OF PRISONS, U.S. DEPARTMENT OF JUSTICE, WASH- 
INGTON, DC 

Admiral Kendig. Good afternoon, Chairman Scott, Ranking 
Member Forbes and Members of the Subcommittee. Thank you for 
the opportunity to discuss the Bureau of Prisons’ Infectious Disease 
Management Programs and the Stop AIDS in Prison Act of 2007. 

My name is Newton Kendig, and I serve as the medical director 
for the Federal Bureau of Prisons. Prior to my current position, I 
served as the Bureau of Prisons’ chief of infectious diseases. Pre- 
viously I was medical director for the Maryland Department of Cor- 
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rection and Public Safety and, prior to that, infectious disease fel- 
low at Johns Hopkins University. 

I am board-certified in infectious diseases and internal medicine. 
I am also on faculty at Johns Hopkins University, where I provide 
care to patients with HIV infections and AIDS in a clinic at the 
university hospital. 

I believe the Stop AIDS in Prison Act of 2007 addresses an issue 
that is of great significance and importance to all of us who work 
in corrections and particularly to physicians who provide care to 
patients who are infected with HIV. 

Bureau of Prisons has a comprehensive infectious disease man- 
agement program that has been remarkably effective in diagnosing 
and treating inmate patients with HIV infections as well as con- 
trolling the spread of HIV within the Federal prison system. 

The prevalence of HIV in the BOP’s inmate population has been 
between 0.9 percent and 1 percent, based on multiple surveillance 
testing. Currently the prevalence of diagnosed HIV infection is 0.9 
percent. 

Acquisition of HIV infection among inmates in the Bureau of 
Prisons is exceedingly rare. In a 1999 admission cohort, 4,826 in- 
mates without HIV infection were retested several times over a 2- 
year period, with only one conversion. 

All sentenced inmates in the Bureau of Prisons receive a physical 
examination within 14 days and a preventative health assessment 
within 6 months of arrival at an institution. The assessment in- 
cludes screening for signs and symptoms of HIV infection. HIV 
testing is conducted for all inmates with risk factors for infection 
and when otherwise clinically indicated. 

Inmates are reassessed at least every 3 years through their in- 
carceration as part of our preventive health care program. 

Inmates are also subject to health care assessments during rou- 
tine and non-routine physical examinations and during chronic 
care appointments. These visits provide ongoing opportunities for 
HIV testing throughout incarceration, including testing prior to re- 
lease. 

With our infectious disease management program, the Bureau of 
Prisons has the following general categories of inmates for the 
presence HIV: inmates who volunteer at any time, when testing is 
clinically indicated, following a blood exposure event and during 
surveillance testing conducted randomly or serially. 

We are aware of the newly issued guidelines by the Centers for 
Disease Control and Prevention that recommend community stand- 
ards be changed to include HIV screening as a part of routine clin- 
ical care in all health care settings. We have concerns, however, 
with the requirement in this bill to test all Federal inmates upon 
release, even in the absence of clinical indications. 

The Bureau of Prisons believes this testing requirement is not 
consistent with practical medical judgment for the Federal inmate 
population. Our available incident data and clinical experience in- 
dicate that Federal inmates are rarely contracting HIV infection 
while incarcerated in the BOP. 

We have been extremely successful in controlling HIV trans- 
mission within our facilities through a combination of inmate edu- 
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cation, a medically practical testing program and prevention of the 
behaviors linked to the transmission of HIV infection. 

We are concerned that the use of health care staff to test all in- 
mates upon release will take away from the time these staff spend 
on other critical health care services. We need to ensure that im- 
portant public health measures, such as securing post-release ac- 
cess and necessary medical care are provided to inmates. 

The BOP believes we should not risk shifting limited resources 
away from important post-release health care needs. 

Chairman Scott, this concludes my formal statement. And again, 
thank you for the opportunity to comment. 

[The prepared statement of Admiral Kendig follows:] 



58 


Prepared Statement of Newton E. Kendig 


STATEMENT 

OF 


NEWTON E. KENDIG, M.D. 
MEDICAL DIRECTOR 
FEDERAL BUREAU OF PRISONS 


BEFORE THE 

SUBCOMMITTEE ON CRIME, TERRORISM, 
AND HOMELAND SECURITY 

COMMITTEE ON THE JUDICIARY 
UNITED STATES HOUSE OF REPRESENTATIVES 


HEARING ON 

H.R. 1943, THE STOP AIDS IN PRISON ACT OF 2007 


PRESENTED ON 


MAY 22, 2007 



59 


Statement of Newton E. Kendig, M.D. 

Medical Director, Federal Bureau of Prisons 
Before the 

Subcommittee on Crime, Terrorism, and Homeland Security 

of the 

Committee on the Judiciary 
United States House of Representatives 

May 22, 2007 


Good Afternoon Chairman Scott, Ranking Member Forbes, and Members 
of the Subcommittee. I appreciate the opportunity to appear 
before you today to discuss the Bureau of Prisons' infectious 
disease management programs and the Stop AIDS in Prison Act of 
2007 . 


My name is Newton Kendig, and I serve as the Medical Director for 
the Federal Bureau of Prisons (BOP) . I also serve as the BOP's 
Assistant Director of the Health Services Division and am 
responsible for the healthcare programs, occupational safety 
programs, environmental health programs, and food service 
operations in the Bureau of Prisons. 

Prior to my current position, I served as the BOP's Chief of 
Infectious Disease Programs, Medical Director for the Maryland 
Department of Corrections, and Infectious Disease Fellow at Johns 
Hopkins University. I am board certified in infectious diseases 
and internal medicine. I am an attending physician at Johns 
Hopkins University, where I provide care to patients with HIV 
infection and AIDS in the infectious disease clinic at the 


University hospital. 
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I believe the Stop AIDS in Prison Act of 2007 addresses an issue 
that is of great significance and importance to all of us who 
work in corrections and particularly to physicians who provide 
care to patients who are infected with HIV. 

We in the BOP have been concerned with effectively managing HIV 
and AIDS within our institutions for many years. The BOP has a 
comprehensive Infectious Disease Management program that has been 
remarkably effective in controlling the spread of HIV in the 
Federal prison system. The prevalence of HIV in the BOP's inmate 
population has been between 0.9 percent and 1.0 percent based on 
multiple surveillance testings. Currently, the prevalence of 
diagnosed HIV infection is 0.9 percent. Acquisition of HIV 
infection among inmates in the BOP is exceedingly rare. In a 
1999 admission cohort, 4,826 inmates without HIV infection were 
tested repeatedly for 2 years, with only 1 seroconversion. 

The BOP's program includes appropriate testing and counseling of 
inmates for HIV and other sexually-transmitted diseases, as well 
as comprehensive education, prevention, testing, and treatment of 
all infectious diseases. 

All sentenced inmates in the BOP receive a physical examination 
within 14 days and a preventive health assessment within 6 months 
of arrival at an institution. The assessment includes screening 
for signs and symptoms of HIV. HIV testing is conducted for all 
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inmates with risk factors for infection and whenever otherwise 
clinically indicated. Inmates are reassessed at least every 3 
years throughout their incarceration as part of the BOP's 
preventive healthcare program. These are comprehensive 
healthcare assessments that evaluate inmates for all medical 
conditions for which they may be at risk. 

Inmates are also subject to health care assessments during 
routine and non-routine physical examinations and chronic care 
clinic visits that can occur at any time during an inmate's 
incarceration based on the inmate's medical needs. 

The assessments and screenings that our agency conducts during 
healthcare encounters are one important part of the BOP's efforts 
at managing HIV in the inmate population. Within our Infectious 
Disease Management program, the BOP tests the following 
categories of inmates for the presence of the HIV: 

1. Inmates who volunteer; 

2. When testing is clinically indicated or if risk factors 
are present; 

3. Following a blood exposure event; and 

4. Surveillance testing, which can include randomly or 
serially testing. 

The Stop AIDS in Prison Act of 2007 incorporates many aspects of 
the BOP's current policies and practices; and it goes further by 
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requiring testing of all inmates upon admission and release, 
while allowing inmates to opt out if they so choose. 

While such testing is costly, in terms of both the tests 
themselves and staff time, we recognize the basis for mandating 
the tests upon admission. We are aware of the newly-issued 
guidelines by the Centers for Disease Control and Prevention that 
recommend the community standard be changed to include HIV 
screening as a part of routine clinical care in all healthcare 
settings. We do have concerns, however, with the requirement in 
the bill to additionally test all Federal inmates upon release, 
even in the absence of clinical indications. BOP believes the 
testing requirement is not consistent with practical medical 
judgment for the Federal inmate population. Our available sero- 
incidence data and clinical experience indicate that Federal 
inmates are not readily contracting HIV infection while 
incarcerated in the BOP. 

The inmate education component of our Infectious Disease 
Management program provides inmates with the information they 
need to avoid the behaviors that transmit HIV. Our inmate 
management practices control drug use (to include intravenous 
drug use) and aggression (to include sexual aggression) in our 
institutions. And our HIV testing program allows inmates to 
volunteer to be tested and requires testing when it is clinically 
indicated, including prior to release. We have been extremely 
successful in controlling HIV transmission within our facilities 
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through the combination of inmate education, a medically- 
practical testing program, and prevention of the behaviors linked 
to the transmission of HIV. 

We are concerned that the use of health care staff to test all 
inmates upon release will take away from the time these staff 
spend on more critical health care services. We need to ensure 
that critical public health measures, such as securing post- 
release access to necessary medical treatment services are 
provided to inmates. The BOP believes we should not risk 
shifting limited resources away from important post-release 
public health issues. However, the BOP will continue to monitor 
this issue so that medical resources are allocated appropriately. 

Chairman Scott, this concludes my formal statement. I would be 
pleased to answer any questions you or other Members of the 
Subcommittee may have. 
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Mr. Scott. Thank you. 

Did you want to start? 

Ms. Waters. Thank you very much. 

First, Mr. Chairman, I would like to thank all of our panelists 
who are here today sharing such valuable information with us. 
Just sitting here listening to you, I have learned an awful lot. And 
I do have several questions. 

Mr. Brown, given the fact that you guys are leaders in testing 
inmates, what is the reaction of the inmates to the idea that they 
are being tested for HIV/AIDS? Is it done as part of a comprehen- 
sive examination when they come in, for example? How do you do 
it? 

Mr. Brown. First of all, the inmates are very receptive to it, very 
receptive to it. We do have the opt-out provision, as your bill calls 
for. 

Ms. Waters. Yes. 

Mr. Brown. Those that choose to opt out usually do it because 
they already know their HIV status. It is part of our routine med- 
ical screening, just as we test for tuberculosis or venereal disease, 
we test for HIV. And as I said, there is the opt-out provision. 

Ms. Waters. Mr. Brown, we have built-in confidentiality protec- 
tions in the bill. Have you had a problem with people being ex- 
posed and being harmed in any way, similar to what has been de- 
scribed today? 

Mr. Brown. Well, what was described was something that hap- 
pened reportedly years before the initiation of this program. No, we 
have not had not one single case where there has been a breach 
of confidentiality. As Mr. Fornaci points out, if that should happen 
there will be swift consequences to anyone that is guilty of that vio- 
lation. 

Ms. Waters. Do you have anyone other that medical personnel 
that is handling medical records? 

Mr. Brown. No, only medical personnel. 

Ms. Waters. Okay. 

Dr. Kendig, what is the incubation period for the HIV infection 
that leads to AIDS? How long does it take? 

Admiral Kendig. From the time of infection to the progression to 
AIDS on average is 10 years without antiretroviral therapy, on av- 
erage. 

Ms. Waters. So given that you don’t do routine testing, that it 
is only testing when it is indicated, or if there is an incident where 
there could have been transmission and you are trying to protect 
the workers there, is it possible that you could have inmates who 
could serve 5 or 6 years in prison and their HIV/AIDS status can- 
not have been detected by anybody? 

Admiral Kendig. Certainly it is possible. 

I do want to emphasize, though, that we are very concerned 
about identifying all infected inmates upon entry to our system. 
Last year we tested well over 24,000 inmates. 

Our clinical practice guidelines make it very clear to our clini- 
cians they should have an extremely low threshold for testing. And 
so if there is any indication at all that there are risk factors for 
HIV acquisition, we test those inmates upon entry and we repeat- 
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edly go back then, because we think it is critical to get them treat- 
ment. 

Ms. Waters. Well, let us be clear. Let us be clear, because we 
don’t want to be confused. You do not have routine testing for all 
inmates coming into the system? 

Admiral Kendig. Correct. 

Ms. Waters. It is only done if it is indicated, or you mentioned 
something about a kind of surveillance or something like that. But 
you don’t have routine HIV/AIDS testing for inmates entering or 
exiting prison. Is that correct? 

Admiral Kendig. If by “routine” you mean we offer testing to 
every inmate, no. But we do also in addition to the testing cat- 
egories you mentioned, we have testing upon request, inmate re- 
quest, at any time. 

Ms. Waters. But again, we are clear, you don’t have it routinely 
for all inmates entering or exiting. And there is this incubation pe- 
riod that you just described, which it is not unreasonable to believe 
someone could serve time in prison, 2, 3, 4, 5, 6 years, and not be 
detected. Is that possible? 

Admiral Kendig. It is possible. 

I would just mention, with all respect, that it is also possible 
with opt-out. Our testing that is risk-based is mandatory. With an 
opt-out provision, there is also the potential that inmates that have 
injection drug use histories or other high-risk behaviors would also 
not be detected. 

Ms. Waters. Based on the question that I asked Mr. Brown 
about the reaction of inmates to the knowledge that they have test- 
ing available, it seems that what I am hearing is that most of the 
inmates want to know whether or not they are infected and they 
would welcome treatment and would be better positioned when 
they leave to manage their infection and not to infect others. 

Would you agree with that? 

Admiral Kendig. I would. And that, ma’am, would certainly be 
our hope. We do show a videotape to all of our inmates currently 
where former Bureau of Prison inmates, both genders, all races, 
talk about their experience with HIV infection and encourage our 
inmates to be tested. And with this bill, we would continue to ap- 
proach this with peer oriented education. 

Ms. Waters, ^^at percentage of your inmates are actually test- 
ed? What percentage of the people ask to be tested? 

Admiral Kendig. I don’t have the answer to that question. 

Ms. Waters. Describe your surveillance testing to me. 

Admiral Kendig. We have two types of surveillance testing that 
are permitted through our policy and rules language. 

One is random testing, and that is to assess the prevalence, so 
it is broad-based, where we test across the Bureau of Prisons, to 
determine our prevalence. 

Ms. Waters. How often is that done? 

Admiral Kendig. It is done periodically. 

Ms. Waters. But no set 

Admiral Kendig. No. 

Ms. Waters. And when was the last time? 

Admiral Kendig. In 1999. 

Ms. Waters. In 1999? 
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Admiral Kendig. Yes. 

Ms. Waters. This is 2007? 

Admiral Kendig. Yes. 

Ms. Waters. That is a long time. 

Admiral Kendig. It is. 

Ms. Waters. I would like to thank Mr. Jones for coming from my 
hometown. And I would like to thank you for your testimony. 

I am particularly interested in how you assist inmates who are 
exiting to he able to continue and maintain care. 

Mr. Jones. We help them by putting together a pre-release 
health plan, and it addresses a number of issues in their lives, be- 
cause oftentimes for these clients HIV is a small part of what they 
have to deal with. Oftentimes, they are homeless, unemployed, so 
on and so forth. So we help them to address all of the issues going 
on in their life as well as HIV. 

And if they are positive, currently in L.A. County or in most of 
California, there is a transitional case management program. So if 
you are positive, you get linked on care on the outside. You get 
linked to a doctor, to housing in some cases. 

Our programs focus people who don’t know their status or have 
not been tested positive. We try to make sure that they stay nega- 
tive, if they are negative. 

Ms. Waters. And do you have some suggestions for us? In our 
bill we talked about on exit the counseling, 30-day supply of medi- 
cine and referral or follow-up. Do you have some way that you can 
suggest we should strengthen that? 

Mr. Jones. I think that it is great that you definitely include 
that in there, because the link from incarceration to being released 
is very critical, and if people are just kind of put out there into the 
community with no support, then it is a missed opportunity, espe- 
cially because for most of the population they don’t get any public 
health messages. So I think the fact that you are giving them the 
medication and the counseling, that is great. 

Perhaps some education could happen for parole officers. In our 
experience, we have found that some parole officers don’t know how 
to deal with that type of information. And sometimes they use it 
against them. And so if we can help to strengthen the support of 
parole officers to support those inmates, that can be helpful. 

Ms. Waters. Thank you very much. 

Mr. Scott. Thank you. 

Mr. Forbes? 

Mr. Forbes. Thank you, Mr. Chairman. 

I would like to echo Congresswoman Waters in thanking you all 
for being here, especially for your patience in putting up with us 
having to go back and forth today. 

I support this bill and am a cosponsor of the bill, but I do want 
to ask some questions that I think are important for us to try to 
understand. 

Mr. Jones, just a quick question for you, because I only have a 
few minutes. Did I understand you to say that you felt prisoners 
should have a right to have condoms? 

Mr. Jones. Correct. 

Mr. Forbes. Admiral, let me ask you a couple of questions too. 
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On this risk-based assessment, you have two population groups. 
One is the group of people that you would determine to have a risk 
assessment that would lend themselves to be testing positive for 
HIV. And then the other set would be obviously individuals that do 
not fall in that category. 

As to those who have a higher risk factor, your testing right now 
is actually greater than the testing that would be in this bill since 
there is an opt-out factor. Is that fair to say? 

Admiral Kendig. I am not sure. And I agree, I don’t know wheth- 
er or not we will identify more inmates or fewer inmates. They are 
two different strategies and it is 

Mr. Forbes. I am just talking about for the risk-assessed group, 
that one group. 

Admiral Kendig. I think because it is mandatory we are more 
sure that we will be able to 

Mr. Forbes. Is there anyway you could argue that a mandatory, 
where you are testing everybody, would be less likely to pick it up 
than one with an opt-out provision? 

In other words, it looks like to me, if I am testing everybody, I 
have got a greater net to pick up everybody than if I had a provi- 
sion where I am allowing people to opt out. Am I missing some- 
thing on that? 

Admiral Kendig. Correct. Correct. 

Mr. Scott. Can they opt out now? 

Mr. Forbes. I think the admiral said there is no opt-out provi- 
sion for that set of people with risk assessments. 

Admiral Kendig. Correct. 

Mr. Forbes. As for that other population group, the ones that 
you don’t do the risk assessment, how much more likely are they 
to have HIV than the general population outside of prison? 

Admiral Kendig. First of all, I just want to clarify, everyone does 
get a risk assessment, regardless of their criminal history, their 
medical history, they get asked questions upon incarceration, and 
that is repeated during preventative health visits. 

We have an incredibly diverse population in the Bureau of Pris- 
ons and we have a subset of inmates who really are at very, very 
low risk for HIV, and that has been our strategy, because of that, 
to go through risk-based sting. But I can’t really quantify that for 
you. 

Mr. Forbes. This isn’t a trick question. I am just trying to get 
an answer. 

You bring the entire population in, in the prisons, and you do 
your risk assessment for everybody as they come in. 

Admiral Kendig. Correct. 

Mr. Forbes. There is a group of people that you identify and say 
they have a higher risk factor for having HIV than the other group. 
Is that correct? 

Admiral Kendig. Correct. 

Mr. Forbes. As to those individuals in that set, you have manda- 
tory testing that they cannot opt out of? 

Admiral Kendig. Correct. 

Mr. Forbes. So as to that set, you have got 100 percent testing. 
As to the other group, the group that you did not feel met that cri- 
teria for having a higher risk assessment, how much more likely 
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would that group be to have HIV than the general population out- 
side of the prison? 

Admiral Kendig. I think it would be fairly comparable. Again, 
we do have diverse subsets. 

Mr. Forbes. I understand that. But it would be fairly com- 
parable? 

Admiral Kendig. Yes. 

Mr. Forbes. In fact, it might even be lower because outside you 
are going to have some people who if you did an assessment you 
would say they have a high risk factor for having HIV. 

My point is, we don’t give testing to people outside the prison for 
HIV on a regular basis, do we? 

Admiral Kendig. Well, the Centers for Disease Control new 
guidelines recommend routine care in all health care settings in 
this country if the prevalence is less than .1 percent. 

Mr. Forbes. What about other illnesses? 

Because I think one of our concerns is this — and this is a leading 
question. I am not saying this is what she was asking, but I heard 
Congresswoman Waters, maybe you just raised the question, that 
in a 10-year period of time somebody could go from HIV to AIDS, 
and I think one of our concerns is we would hate to have somebody 
in prison in that period of time, granted. 

But there are a lot of other illnesses that I would be equally con- 
cerned about. I am thinking about colon cancer, prostate cancer, 
lung cancer, pancreatic cancer, all of which if you miss you may 
have a smaller window than 10 years. Would that be correct? 

Admiral Kendig. Correct. 

Mr. Forbes. Are you doing any testing on any of those illnesses? 

Admiral Kendig. It is part of our preventative health care pro- 
gram. We have age-based, but this is all, again, risk-based criteria. 
We follow the U.S. Preventative Task Force guidelines for the most 
part on when to screen for chronic illnesses, like diabetes and hy- 
pertension, for cancers such as cervical cancer, breast cancer, and 
for any chronic infectious diseases. 

So we do have published specific guidance on when to screen for 
all of these different infections and it is all risk-based. 

Mr. Forbes. Mr. Brown, are you doing testing that is the same 
kind of testing on all of your inmate population that you do on 
HIV? Do you do that for the other illnesses, such as colon cancer, 
prostate cancer, pancreatic cancer, all of the ones that would have, 
actually, a lower window than 10 years before we may be in a ter- 
minal situation from those? 

Mr. Brown. Keep in mind, we operate a municipal detention cen- 
ter, not a prison. But my response is the same as the doctors. 
There is a risk-based criteria that we use in making those type of 
assessments. They are done, but there is certain criteria. 

Mr. Forbes. Risk-based? 

Mr. Brown. Yes, sir. 

Mr. Forbes. So HIV is the only one that you do that is not risk- 
based? 

Mr. Brown. No, sir. 

Mr. Forbes. Oh, I am sorry. 

Mr. Brown. No, sir. In addition to HIV, when people come in our 
system we test for tuberculosis, we test for venereal disease. There 
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is a serious of contagious diseases that all prison systems, includ- 
ing the Bureau, would test for if it met the ACA, the American 
Correction Association standards. 

So it is not just HIV. That is the exception, actually. 

Mr. Forbes. I understand. 

Last question that I would just ask. Admiral, you and Mr. Brown 
both, what do you have in terms of tangible evidence from individ- 
uals that you have tested, you have found that they have tested 
positive, how did that get us a better result? I mean, what behav- 
ioral patterns did you see change in them? How were we able to 
help them, treating them and those particular findings? 

Could both of you just address that for us? 

Mr. Brown. Keep in mind that our testing results have indicated 
approximately 3 percent of our intake of 19,000 that come through 
our walls each year test positive for HIV. 

Now, it is not just a matter of giving them pamphlets, it is not 
just a matter of showing a videotape. We constantly, just as you 
would go to your physician and while you are waiting you might 
see a series of health related videos on the TV, we have that. 

The good congresswoman asked my colleague here what in addi- 
tion would we ask to be done to improve the bill. Keep in mind, 
the average inmate reads at less than an 8th-grade reading level. 
It is not a matter of a pamphlet. You have got to bring groups in 
that prison and educate them constantly, not one time but con- 
stantly, keep this at the front burner, and that is what we do at 
the District of Columbia. 

Mr. Forbes. And Admiral? 

Admiral Kendig. First of all, I hope I have shared my concern 
and my support for identifying people that are living with HIV in- 
fection. Unlike 10 or 15 years ago, we can provide life-saving inter- 
vention, so that is first key and paramount. 

But secondly, from a prevention and infection control standpoint, 
it is an opportunity to counsel the inmates about safe activities as 
far as blood exposures with cellmates that they need to avoid and 
obviously participation in prohibiting behaviors such as tattooing, 
injection drug use or sexual contact with other inmates that could 
transmit the virus to others. And then also pre-release, as far as 
going back to live with their families and the important measures 
they need to take to protect their loved ones. 

Mr. Forbes. Thank you all. 

Thank you, Mr. Chairman. 

Mr. Scott. Thank you. 

We are going to try to complete the questioning so we don’t have 
to keep you another half-hour. 

Do you have questions, any questions? 

Mr. Coble. I was just going to apologize for my not being here, 
Mr. Chairman. 

I want to thank the admiral for the very cooperative exchange 
I have had with the BOP staff. Convey my best to Harley. 

I will hold my questions for later, Mr. Chairman. 

Mr. Scott. We are not coming back. 

Mr. Forbes. Now is later. [Laughter.] 

Mr. Fornaci, can you say a little about the consent form you had 
mentioned? 
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Mr. Fornaci. Yes. I believe that is even the procedure that is 
used at the DCJ with their HIV testing. And it basically says, “Yes, 
I have been told that I can opt out, and I have decided not to opt 
out.” 

Mr. Forbes. How does that differ from what is in the bill? 

Mr. Fornaci. Because the bill basically says we will give infor- 
mation, a written piece of paper that says that you can opt out. It 
doesn’t necessarily mean anyone is ever reading it. It doesn’t mean 
that anyone has ever acted on it. It something you stick in the per- 
son’s file saying, ‘Yes, I know about it,” and it is a little measure 
of control. 

Mr. Forbes. And, Dr. Kendig, what services are available after 
someone is released from prison that tested positive? 

Admiral Kendig. Well, the Bureau of Prison’s philosophy is if 
possible to have all inmates go to halfway houses, as a part of re- 
entry, so we can facilitate their transition to the community serv- 
ices. And so optimally we would be linking inmates to HIV services 
through the halfway house program. 

If they are a direct release, then we put together a transition 
care plan with their case manager and work with the social work- 
ers, particularly at our medical centers and some of our other facili- 
ties where we house large numbers of HIV-infected inmates to help 
with that transition plan. 

Mr. Forbes. If someone tests positive, do you consider that in 
their placement in prisons? 

Admiral Kendig. Yes. We, several years ago, implemented a 
medical classification system in the Bureau of prisons, so we now 
actually designate inmates not just based on security needs, but 
based on their medical needs. We have some prisons in very remote 
parts of the country. We have had this occur, where we have had 
doctors in remote parts of the country in the community who say 
I have never taken care of an AIDS patient in my career. 

Because of that, we are strategically designating inmates with 
HIV infection throughout the Bureau of Prisons 

Mr. Forbes. But that is for medical treatment, not to segregate 
them from the population? 

Admiral Kendig. Correct, it is for medical treatment and it is 
throughout our system, but there are a few remotely located pris- 
ons where we would not house HIV patients for 

Mr. Forbes. We just have a few seconds. 

Ms. Waters, do you have another question? 

Ms. Waters. Yes, I wanted to be clear about what the admiral 
said about mandatory testing in response to Mr. Forbes’ question. 

When you say “mandatory,” is that really mandatory? I am told 
that if the inmate refuses the test, that he or she is written up for 
refusal to obey an order. And only in the event of an exposure inci- 
dent involving a guard is an inmate forced to be tested. 

Admiral Kendig. Correct. We do not do forcible testing. 

Ms. Waters. I think it is important for you to have that cleared 
up because I think the way you were asked the question and the 
way it was answered, you were led to believe that in this testing 
procedure, that it was mandatory. 

Mr. Scott. That there was no opt-out. 

Ms. Waters. There was no opt-out. 
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Mr. Forbes. That is what I thought it was. 

Admiral Kendig. Well, I mean, it is different than opt-out. We 
don’t tell the inmates they have an opportunity to opt out. We say 
it is mandatory for the sake of your health and also for prevention 
purposes. 

Ms. Waters. But if they choose to opt out, that is what I am de- 
scribing, they can opt out? 

Admiral Kendig. With sanctions, yes. 

Ms. Waters. Well, the sanction is to be written up for refusal to 
obey an order. 

Admiral Kendig. Yes. 

Ms. Waters. Is that correct? 

Admiral Kendig. Yes. 

Mr. Forbes. What is the sanction for that? 

Admiral Kendig. It would depend on the specific case, and they 
would go through a disciplinary hearing process. 

Mr. Forbes. Did you indicate you tested 24,000 inmates? 

Admiral Kendig. Yes, sir. 

Mr. Forbes. How many tested positive? 

Admiral Kendig. Two and one-tenth percent. 

Mr. Forbes. Where did we get .1 percent from? 

Admiral Kendig. That is our diagnosed prevalence, if you take 
our diagnosed number of inmates and divide it by our denominator. 
Two and one-tenth percent is when we do risk-based testing, we 
identify about twice as many individuals compared to our baseline 
prevalence. 

Mr. Forbes. Any other questions? 

We want to thank you for your testimony. This has been very 
helpful. I would like to thank the witnesses for their testimony. 

Members may have additional written questions which we will 
forward to you, and answer as promptly as you can in order that 
they may be part of the record. 

Without objection, the hearing record will remain open for 1 
week for submission of additional materials. 

Further, without objection, the Committee stands adjourned. 

[Whereupon, at 4:05 p.m., the Subcommittee was adjourned.] 
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1 


110th congress 

1st Session 


H. R. 1199 


To extend the grant, program Tor drug- endangered children. 


IN THE HOUSE OF KEPKESENTATIVES 

February 27, 2007 

Mr. (>AS.DOZA (for himself, Mr. LaeSEN of Washington, and Ms. llOOLEY) in- 
troduced the following bill; which was refeired to the Committee on the 
Judiciary, and in addition to tlie Committee on Energy and Commerce, 
for a period to be subsequently determined by the Speaker, in each case 
for consideration of sueh prowsions as fall wdthin the jurisdiction of the 
cerri rnittee concerned 


A BILL 

To extend the grant program for drug-endangered children. 

1 Be il enacted by Ihe Senate and House of Represenki- 

2 fives of the United. States of America in Congress assembled, 

3 SECTION 1. SHORT TITLE. 

4 This Act may be cited as the “Ding Endangered 

5 Children Act of 2007”. 

6 SEC. 2. DRUG-ENDANGERED CHILDREN GRANT PROGRAM 

7 EXTENDED. 

8 Seediou 755((0 of tlie USA PATRIOT Improvement 

9 and Rcauthorization Act of 2005 (42 LI.S.C. 3797ce-2(c)) 
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2 

1 is iiitMaided by Htriking “fiscail years 2006 and 2007” and 

2 inserting' ‘‘fiscai years 2008 and 2009”. 

O 
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1 


110th congress 

1st Session 


H. R. 1943 


To provide lor an elTeelive HIV/AIDS program in Federal prisons. 


IN THE HOUSE OF REPRESENTATIVES 

Aprti. 19, 2007 

Ms. Waters (for iieraelf, Mr. Conteks, Mr. Smith of Texas, Mr. Scott of 
Virginia, Mr. FOEBES, Ms. Lee, and Mrs. Cheisteksen) introdneed the 
following hill; which wa.s referred lo the Coniniittee on the Jiidieiaiy 


A BILL 

To provide for an effective HRVAIDS program in Federal 
prisons. 

1 Be it enacted hy the Senate and, House of Represmta- 

2 fives of the United States of America in Congress assembled, 

3 SECTION 1. SHORT TITLE. 

4 Tliis Act may be cited as the “Stop rVIDS in ITison 

5 Act of 2007”. 

6 SEC. 2. COMPREHENSIVE HIV/AIDS POLICY. 

7 (a) In General. — The Biu’eau of Prisons (herein- 

8 after in this Act referred to as the “Bureau” ) shall develop 

9 a coinprehensive policy to provide HIV testing, treatment. 
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2 

1 and prev('nti()n for inmates within the eorreetional setting 

2 and iipoTi i’ccntr\'. 

3 (h) PuKFOSE. — The pui-poses of this policy shall he 

4 as follows: 

5 (1) To stop the spread of IIIV/AIDS among- in- 

6 mates. 

7 (2) To [)rotect prison gnai’ds and other pe:-- 

8 sonnel from H1V/AII)S infection. 

9 (3) To provide comprehensive medical treat- 

10 ment to imuates who ar-e living with HIV/AIDS. 

1 1 (4) To promote HIV/AIDS awareness and pre- 

12 vention among inmates. 

13 (5) To encourage inmates to take personal re- 

14 sponsibility for their health. 

15 (6) To reduce the risk that inmates will trans- 

16 mit IIIV/AIDS to other persons in the conunumty 

17 following their release from prison. 

18 (c) Consultation. — The Bureau shall consult with 

19 appropriate officials of the Department of Health and 

20 Human Services, the Office of National Drug Control Pol- 

21 icy, and the Centers for Disease Control regarding the de- 

22 velopment of tins policy. 

23 (d) Time Limit. — T he Bureau shall draft appi'o- 

24 priatc regulations to implement this policy not later than 

25 1 year after the date of the enactment of tins Act. 


•HR 194.1 IH 
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1 SEC. 3. REQUIREMENTS FOR POLICY. 

2 The policy created under section 2 shall do the fol- 

3 lowing; 

4 (1) Testing and counseling upon in- 

5 'iLVKE. — 

6 (A) Medical personnel shall provide routine 

7 HIV testing to all intnates as a part of a coni- 

8 prehensive medical examination immediately fol- 

9 lowing admission to a facility. (Medical per- 

10 s(mnel need not provide routine HIV testing to 

11 an inmate who is transferred to a facility from 

12 another facility if the hmiate’s medical records 

13 are transferred with the inmate and indi(!ate 

14 that the iimiate has been tested previously.) 

15 (B) To an inmates admitted to a facility 

16 prior to the effective date of tliis polky, medicnl 

17 personnel shall provide routine TTTV testing 

18 witlhn no more than 6 months. HIV testing for 

19 these inmates may be performed in conjunction 

20 with other health sciwiccs provided to these in- 

21 mates by medical personnel. 

22 (C) All HW tests under this paragraph 

23 shall comply with paragraph (9). 

24 (2) Pre-test and post-test goptnseling. — 

25 Medical personnel shall provide confidential pre-test 

26 and post-test counseling to all inmates who arc test- 
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4 

1 e<l for HIV. Counseling niiiy be inc,lnd(Ml with other 

2 general health coiniseling provided to inmates by 

3 medical personnel. 

4 (3) HIV/AIDS PEETONTION EDUCATION. — 

5 (A) Medical personnel shall improve lllV/ 

6 AIDS awareness through frequent educational 

7 progi-ams for all inmates. TIW/AIDS edu- 

8 cational progranis may be provided by commu- 

9 nity based organizations, local health depart- 

10 meuts, and inmate peer educator's. These HIV/ 

1 1 AIDS educational programs shall include infor- 

12 mation on modes of transmission, including 

13 transmission thi-ougli tattooing, sexual contact, 

14 and intravenous drug use; prevention methods; 

15 treatment; and disease pi’ogi’ession. IID7AIDS 

16 educational programs shall be culturally sen- 

17 sitive, (conducted in a variety of languages, and 

18 present scieiitifically accurate information in a 

19 clear and understandable manner. 

20 (B) IIIV/AIDS educational materials shall 

21 be made availablo to all inmates at orientation, 

22 at health care clinics, at regular educational 

23 progi'ams, and pr-ior to release. Both written 

24 and audio-\isual rnatcTials shall be made avail- 

25 able to all imnates. These materials shall be 
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1 (“ulturiilly wensitive, written for low literacy lev- 

2 cIs, and available in a variety of lanfniaf^cs. 

3 (4) III\^ TESTING UFON BEQUEST. — 

4 (A) Medical pei'souiiel shall allow inmates 

5 to obtain 1 1 IV tests upon request once per year 

6 or whenever an inmate has a reason to believe 

7 the inmate may have beeci exposed to IIW. 

8 Medical personnel shall, both orally and in writ- 

9 ing, inform inmates, during oi'ientation and pe- 

10 riodically throughout iucai'ceration, of their 

1 1 right to obtain HIV tests. 

12 (B) Medical personnel shall encourage in- 

13 mates to request HIV tests if the inmate is sex- 

14 nally active, has been raped, uses intravenous 

15 drags, receives a tattoo, or if the inmate is con- 

16 cemed that the imnate may have been exposed 

17 to HHVAIDS. 

18 (C) All inmate’s request for an IIIV test 

19 shall not be considered an indication that the 

20 inmate has put him/liei'self at lisk of infection 

21 and/or committed a violation of prison rules. 

22 (5) IIW TESTING OF PREGNANT W01L4N. — 

23 (A) Medical personnel shall provide routine 

24 HIV’ testing to all inmates who become preg- 

25 nant. 
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2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


0 

(B) All Hr\^ testis under this paragraph 
shall comply with paragraph (9). 

(6) COMFKEHENSIVE TKEATMENT. — 

(A) Medical personnel shall provide all in- 
mates who test positive for IlIV — 

(i) timely, comprehensive medical 
treatment; 

(ii) confidential coniiseling on man- 
aging their medical condition and pre- 
venting its ti'ansmission to other persons; 
and 

(iii) voluntary partner notification 
sei-vices. 

(B) Medical care provided under this para- 
graph shall be consistent with current Depart- 
ment of Health and Human Sendees gyiidelines 
and standard medical practice. Mechcal per- 
sonnel shall discuss treatment options, the im- 
portance of adherence to antiretrovmal therapy, 
and the side effects of medications with inmates 
recemng treatment. 

(C) Medical and pharmacy personnel shall 
ensure that the facility fomiulary contains aU 
Itood and Drug Administration-approved medi- 
cations necessary to provide comprehensive 
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1 treatment for inmates living with HIV/iUDS, 

2 atid that the facility maiTitaitis adequate sup- 

3 plies of such medications to meet inmates’ med- 

4 ical needs. Medical and pharaiacy pei'sonnel 

5 shall also develop and iinplcment automatic rc- 

6 newal systems for these medications to prevent 

7 interruptions in car'e. 

8 (1)) Con'ectional staff and medical and 

9 pharmacy personnel shall develop and imple- 

10 ment disti-ibution procedures to ensure timely 

1 1 and (‘.onfidential ac'c^ess to medic^ations. 

12 (7) Protection op coNPiDENTLyLiTT. — 

1 3 (A) Medical pei'somiel shall develop and 

14 implement procedures to ensure the exmfiden- 

15 tiality of inmate tests, diagfiioses, and treat- 

16 ment. Medical persoimel and coiTectional staff 

17 shall receive regular training on the implemen- 

18 tation of these procedures. Penalties for Aola- 

19 tioiis of inmate confidentiality by medical per- 

20 sonnel or conoetional staff shall be specified 

21 and strictly enforced. 

22 (B) IIIV testing, counseling, and treat- 

23 ment shall be provided in a confidential setting 

24 where other routine health services arc provided 

25 and in a manner that allows the inmate to re- 
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1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


8 

(pK^st an<l obtain these servities as roiitiiK! med- 
ical sciences. 

(8) Testing, counseling, and keeekkal 
PKIOE TO KEENTBY. — 

(A) Medical personnel shall provide rontinc 
HIV testing to all inmates no more than 3 
months pilor to their release and leentiy into 
the coTnmnnity. (Inmates who are already 
knowm to be infected need not be tested again.) 
This requii'ement may be waived if an inmate’s 
release o(‘.(‘nrs without sufficient notice to the 
Bureau to allow medical personnel to perform a 
routine HIA" test and notify the inmate of the 
results. 

(B) All Iir\^ tests under this paragraph 
shall comply with paragraph (9). 

(C) To all inmates who test positive for 
IirV and all inmates wlio alreadj- are knowm to 
have HIV/AIDS, medical personnel shall pro- 
vide — 

(i) eoiifidcntial prerelease counseling 
on managing their medical condition in the 
community, accessing appropriate treat- 
ment and services in the, community, and 
preventing the transmission of their condi- 
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1 tioii to family members and other persons 

2 in the comnnitiit^’; 

3 (ii) referrals to appropriate health 

4 care providers and social service agencies 

5 in the comiTninity that meet the inTnate's 

6 individual needs, including voluntarj^ part- 

7 tier notification services and prevention 

8 counseling services for people living with 

9 ITW/AmS: and 

10 (iii) a 30-day supply of any medically 

1 1 neeessar}^ medications the iiunate is (‘ur- 

12 rently receiving. 

13 (9) Opt-out provtsion. — Inmates sliall have 

14 the right to refuse routine HIV testing. Inmates 

15 shall be informed both orally and in writing of this 

16 right. Oral and wTitten disclosure of this right may 

17 be included with other general health information 

18 and counseling provided to inmates hy medical per- 

19 sonnel. If an inmate refuses a routine test for HIV, 

20 medical per-soimel shall make a note of the inmate’s 

21 refusal in the inmate’s confidential medical records. 

22 However, the inmate’s refusal shall not be consid- 

23 ered a violation of prison rules or r-esult in diseipli- 

24 nary action. 
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10 

1 (10) Exposure incident testing.— Th<! Bu- 

2 Tcaii may pctform HIV tcstiti" of an inmate under 

3 section 4014 of title 18, United States Code. II W 

4 testing of an inmate who is involved in an exposui'e 

5 incident is not “routine III\' testing” for the pnr- 

6 poses of paragraph (9) and does not require the in- 

7 mate’s consent. Medical pei'sonnel shall document 

8 the reason for exposure incident testing in the iri- 

9 mate’s confidential medical records. 

10 (11) Timely notification op test re- 

1 1 STILTS. — Medic'al personnel shall provide timety noti- 

12 fieation to inmates of the results of HIV tests. 

1 3 SEC. 4. CHANGES IN EXISTING LAW. 

14 (a) Screening in General. — Section 4014(a) of 

15 title 18, United States Code, is amended — 

16 (1) by striking “for a period of 6 months or 

17 more”; 

18 (2) by striking as appropriate,”: and 

19 (3) by striking “if such individual is determined 

20 to be at risk for infection with such virus in accord- 

21 ance with the guidelines issued by the Bureau of 

22 Prisons relating to infectious disease management” 

23 and iuseiting “unless the individual declines. The 

24 Attorney General shall also cause such individual to 


•HR igT.! IH 



86 


11 

1 b(i so tested tjeforc; rel(!as(: raJess the indi’V’iduid de- 

2 clhics.”. 

3 (b) INAU-VUSSIBILITY OF IIW TfST RESULTS IN 

4 CmL AND Criminal Pkoceedinos. — Section 4014(d) of 

5 title 18, L'nitcd States Code, is ainended by inserting’ “or 

6 under the Stop AIDS in Prison Act of 2007” after “under 

7 this section”. 

8 (c) Screening as Part op Routine Screening. — 

9 Section 4014(e) of title 18, United States Code, is amend- 

10 ed by adding at the end the following: “Sucli rules shall 

1 1 also provide that the initial test under this section be per- 

12 formed as part of the routine health screening conducted 

13 at intake.”. 

14 SEC. 6. REPORTING REQUIREMENTS. 

15 (a) Report on Hepatitis and Other Diseases. — 

16 Not later than 1 year after the date of the enactment of 

17 this A(;t, the Bureau shall pi'ovide a report to the Congress 

18 on Bureau policies and procedures to provide testing, 

19 treatment, and prevention education programs for Hepa- 

20 titis and other diseases transmitted tlu’ough sexual activ- 

21 ity and intravenous drug use. The Bureau shall consult 

22 v4th appropriate officials of the Department of Health and 

23 Human Seivices, the Office of National Drug Control Pol- 

24 icy, and the Centers for Disease Control regarding the dc- 

25 veloprnent of this report. 
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1 (1)) Annual Reports. — 

2 ( 1 ) Generally. — Not later than 2 years after 

3 the date of the enactment of this Act, and then an- 

4 iiually tliereaftei', the Bureau shall report to Coii- 

5 gross on the incidence among inmates of diseases 

6 transmitted through sexual actmty and intravenous 

7 drug use. 

8 (2) Matters pertaining to various uis- 

9 EASES. — Reports under paragi-aph (1) shall dis- 

10 cuss — 

1 1 (A) the incidence among inmates of HI\V 

12 AIDS. Hepatitis, and other diseases trans- 

13 mitted through sexual acti’vity and intravenous 

14 drug use; and 

15 (B) updates on Bureau testing, treatment, 

16 and prevention education progi'ams for these 

17 diseases. 

18 (3) Matters pertaining to hiv/aids 

19 ONLY. — Reports under paragi’aph (1) shall also in- 

20 elude— 

21 (A) the number of inmates who tested 

22 positive for TIRt upon intake; 

23 (B) the number of inmates who tested 

24 positive prior to rccntiy; 
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1 (C) the nunitxir of inmotes who were not 

2 tested pi-ior to reeTitry because they were re- 

3 leased without sufficient notice; 

4 (D) the number of inmates who opted-out 

5 of tahirig- the test; 

6 (E) the number of inmates who w^ere test- 

7 ed following exposure incidents; and 

8 (F) the number of inmates under treat- 

9 ment for TITV/AIDS. 

10 (4) Consultation. — The Bureau shall consult 

1 1 with appropriate officials of the Department of 

12 Health and Human Seiwices, the Office of National 

13 Drag Control Policy, and the Centers for Disease 

14 Control regarding the development of reports under 

15 paragi’aph (1). 

16 SEC. 6. APPROPRIATIONS. 

17 There are authorized to be appropriated such sums 

18 as may be necessary to cany out this Act, 

O 
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110th congress 

1st Session 


H. R. 545 


To amend the Omnibus Crime Control and Sale Streets Ae1 of 1968 to 
clarify that territories and Indian tribes are eligible to receive g^*ants 
for confroTiting' tlie use of rnetbanipbetarnine. 


TN THE ITOTJSE OE EEPEESENTATRT^S 

Januaky 17, 2007 

Mr. UdatJj of New Mexico (for liirnself and Mr. KtTjDRR) introdnced tlie fol- 
lowing bill: wliich was referred to the Conimittcc on the Judiciaiy, and 
in addition to the Committee on Energy and Commerce, for a period to 
be subsequently determined by tbe Speaker, in each case for consider- 
ation of such provisions as fall vnthin the jurisdiction of the committee 
concerned 


A BILL 

'to aniciirl the Omnibus Crime Control and Sate Streets 
Act of 1968 to clarify that tei-ritories and Indian tribes 
are eligible to receive grants for coiifroiitiiig the use 
of methamphetamine. 

1 Be it enacted by the Senate and House of Represenda- 

2 tives of the United States of America in Congress assembled, 

3 SECTION 1. SHORT TITLE. 

4 This Act may be (dted as the “Native Aiieric^aii Metii- 

5 amphetamine Kiiforccmcnt and Treatment Act of 2007”. 
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1 SEC. 2. NATIVE AMERICAN PARTICIPATION IN METH- 

2 AMPHETAMINE GRANTS. 


3 (cl) In General. — S eirtiou 299K(a) of the Omnitnis 

4 Crime Control and Safe Streets Act of 1968 (42 LI.S.C. 

5 3797cc(a)) is amended — 


6 


(1) in paragraph (1) — 

7 


(A) in the matter preceding subparagraph 

8 


(A), by inserting teiritories, and Indian 

9 


tribes (as defined in section 2704)” aftei' “to 

10 


assist States”; and 

11 


(B) in subparagraph (B), by striking “and 

12 


local” and inserting territorial, Tribal, and 

13 


local”; 

14 


(2) in paragraph (2), by inserting “, territories, 

15 

and Indian tribes” after “make grants to States”; 

16 

and 


17 


(3) in paragraph (3)(C), by inserting “, Trib- 

18 

al,” 

after “support State”. 

19 

(b) 

Grant Programs for Drug Endangered 


20 Children.— Section 73.5(a) of the USA PATKIOT Im- 

21 provement and Reauthorization Act of 2005 (42 U.S.C. 

22 3797cc-2(a)) is amended by inserting territories, and 

23 Indian tribes (as defined in section 2704 of the Omnibus 

24 Crime Control and Safe Streets Act of 1968 (42 U.S.C. 

25 3797d))” after “make grants to States”. 
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1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 


((',) Geaxt Prog ram s To Address Methaiviphet- 
AAiiNE Use by Pregnant and Parenting Women Of- 
fenders. — Section 756 of the USA PATRIOT Impiwe- 
meiit and Reauthorizatiou Act of 2005 (42 U.S.C. 
•‘1797ec-3) is amended — 

(1) in subsection (a)(2), by inserting terri- 
torial, or Tribal” after “State”; 

(2) in subsection (b) — 

(A) in paragi-aph (1) — 

(i) by inserting territorial, or Trib- 
al” after “State”; and 

(ii) bj' striking “and/or” and inserting 

“or”; 

(B) in paragraph (2) -- 

(i) by inserting “, teiritorv^, Indian 
tribe,” after “agency of the State”; and 

(ii) by inserting territoiy, In(han 
tribe,” after “criminal laws of that State”; 
and 

(C) by adding at the end the following; 

“(3) Indlan tribe. — The term ‘Indian tribe’ 

has the meaning given the term in section 2704 of 
the Omnibus Crime Control and Safe Streets Act of 
1968 (42 U.S.C. 3797d)).”; and 

(3) in subsection (c) — 
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1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 
17 


4 

(A) in paragTHpli (3), by striking “Indian 
Tribes” and inserting “Indian tribes”; and 

(B) ill paragraph (4) — 

(i) in the mattei' preceding subpai-a- 
graph (A) — 

(I) by striking “State’s seiiices” 
and inserting “sei'vices of the State, 
territoiy, or Indian tribe”; and 

(II) by striking “and/or” and in- 
serting “or”; 

(ii) in subparagraph (A), by striking 
“State”; 

(iii) in subparagraph (C), by inserting 
“, Inchan tribes,” after “involved coun- 
ties”; and 

(iv) in subparagraph (D), by inserting 
“, tribal” after “Federal, State”. 

O 
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Prepared Statement of the Honorable Maxine Waters, a Representative in 

Congress from the State of California, and Member, Subcommittee on 

Crime, Terrorism, and Homeland Security 

I would like to thank Chairman Bobby Scott and Ranking Member Randy Forbes 
for organizing this hearing on H.R. 1943, The “Stop AIDS in Prison Act,” which I 
introduced last month. I would also like to thank both of them, as well as Judiciary 
Committee Chairman John Conyers and Ranking Member Lamar Smith, for all of 
their recommendations and assistance in drafting this bill. 

HIV/AIDS in AMERICA 

Twenty-five years after AIDS was discovered, the AIDS virus continues to spread. 
About 1.7 million Americans have been infected by HIV since the beginning of the 
epidemic, and there are 1.2 million Americans living with HIV/AIDS today. Every 
year, there are 40,000 new HIV infections and 17,000 new AIDS-related deaths in 
the United States. 

HIV/AIDS is spreading especially rapidly among women and racial minorities. In 
1985, women accounted for a mere 8% of new AIDS cases; by 2005 they accounted 
for 27%. In 1985, Hispanic Americans accounted for only 15% of new AIDS cases; 
by 2005 they accounted for 25%. In 1985, African Americans accounted for a quarter 
of new AIDS cases; by 2005 they accounted for half. African American women ac- 
count for an astonishing 67% of new AIDS cases among women, and over 70% of 
new AIDS cases overall are found among people of color. 

HIV/AIDS in AMERICAN PRISONS 

HIV/AIDS is also spreading in our nation’s jails and prisons. In 2005, the Depart- 
ment of Justice reported that the rate of confirmed AIDS cases in prisons was three 
times higher than in the general population. The Department of Justice also re- 
ported that 2.0% of State prison inmates and 1.1% of Federal prison inmates were 
known to be living with HIV/AIDS in 2003. 

However, the actual rate of HIV infection in our nation’s prisons is unknown be- 
cause prison officials do not consistently test prisoners for HIV. There is little 
knowledge about the lifestyles of those who enter our nation’s prisons, and there is 
usually no official acknowledgement that sexual activity — whether consensual or 
otherwise — is taking place in prisons. The only way to determine whether HIV is 
being spread among prisoners is to begin routine testing. Furthermore, if prison in- 
mates are exposed to HIV in prison and then complete their sentences and return 
to society without knowing their HIV status, they could infect their spouse or other 
persons in their community. 

While we don’t know the rate of HIV infection in Federal prisons, we do know 
that racial minorities have high incarceration rates. According to Department of 
Justice statistics, 40% of Federal prison inmates in 2003 were black and 32% were 
Hispanic. So if prisoners leave prison with HIV/AIDS and don’t know it, the virus 
will continue to spread among minority communities. 

THE IMPORTANCE OF HIV SCREENING 

HIV screening is essential to stop the spread of AIDS. About one quarter of the 
people living with HIV/AIDS in the United States do not know they are infected. 
The Centers for Disease Control and Prevention (CDC) reports that many infected 
persons decrease behaviors that transmit the AIDS virus to sex or needle-sharing 
partners once they find out about their infection. The CDC theorizes that sexually 
transmitted HIV infections could be reduced by more than 30% per year if all HIV- 
infected persons found out about their infection and changed their behavior in a 
manner comparable to those who already know of their infection. When people know 
their HIV status, they are more likely to act responsibly — to protect their partners 
and themselves. 

On September 21, 2006, the CDC published new guidelines for HIV screening in 
health care settings. These guidelines recommend routine HIV screening for all pa- 
tients between the ages of 13 and 64, regardless of risk factors, under an “opt-out 
approach,” in which patients are notified that an HIV test will be included in their 
routine health care and they can refuse to take the test. However, separate written 
consent for the HIV test is not required. Instead, consent for an HIV test can be 
included in the general consent for medical care. 

The CDC’s new guidelines are an expansion of the CDC’s guidelines for HIV 
screening of pregnant women, which were issued in 2001. The 2001 guidelines rec- 
ommended routine HIV screening for all pregnant women using an opt-out ap- 
proach. The 2001 guidelines led to a dramatic 95% decline in perinatal AIDS cases. 
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DESCRIPTION OF THE LEGISLATION 

The “Stop AIDS in Prison Act” would require the Federal Bureau of Prisons to 
develop a comprehensive policy to provide HIV testing, treatment and prevention for 
inmates in Federal prisons. This bill requires the Federal Bureau of Prisons to test 
all Federal prison inmates for HIV upon entering prison and again prior to release 
from prison, unless the inmate opts-out of taking the test. The bill also requires 
HIV/AIDS prevention education for all inmates and comprehensive treatment for 
those inmates who test positive for HIV. This bill has 28 cosponsors and bipartisan 
support. 


CRITICISM OF THE LEGISLATION 

The legislation I introduced may be considered controversial by some people. 
There is a large and diverse group of stakeholders involved in HIV/AIDS policy de- 
bates, including HIV/AIDS advocacy organizations, gay and lesbian organizations, 
civil rights groups, churches and religious groups, the medical community, and even 
the entertainment industry. Everyone involved in these policy debates shares the 
same goal: the prevention and eradication of HIV and AIDS, but not everyone 
agrees on the most effective ways to accomplish this goal. 

One common concern that has been expressed about the “Stop AIDS in Prison 
Act” is that the bill does not require the Bureau of Prisons to obtain separate writ- 
ten consent from prisoners prior to an HIV test. I believe that requiring separate 
written consent as a pre-condition for an HIV test would defeat one of the main pur- 
poses of the bill, namely to help prisoners find out if they have HIV. Prisoners al- 
ready have the right to obtain an HIV test upon request if they believe they are 
at risk. My bill would enable prisoners who do not know they are at risk to find 
out if they are infected. 

My bill does give inmates the right to “opt-out” or refuse routine HIV testing, and 
it requires the Bureau of Prisons to inform inmates both orally and in writing of 
this right. The claim that separate written consent should be required for HIV tests 
within Federal prisons is especially ironic, given the fact that the Bureau of Prisons’ 
current procedures do not allow prisoners to opt-out of an HIV test. Prisoners who 
refuse an HIV test are written up for refusal to obey an order and could face dis- 
ciplinary action. Under the bill, prisoners could refuse an HIV test without fear of 
disciplinary action. Nevertheless, I would be pleased to work with concerned individ- 
uals to ensure that the opt-out language is effective at protecting prisoners’ rights. 

SUPPORT FOR THE LEGISLATION 

I am honored that several prominent HIV/AIDS advocacy organizations are sup- 
porting the “Stop AIDS in Prison Act.” These include AIDS Action, The AIDS Insti- 
tute, the National Minority AIDS Council, and the AIDS Healthcare Foundation. 
The bill also has been endorsed by the Los Angeles County Board of Supervisors. 
I request unanimous consent to submit letters and statements of support for inclu- 
sion in the hearing record. 


CONCLUSION 

I firmly believe that the “Stop AIDS in Prison Act” will help stop the spread of 
HIV/AIDS among prison inmates, encourage them to take personal responsibility for 
their health, and reduce the risk that they will transmit HIV/AIDS to other persons 
in the community following their release from prison. I look forward to hearing the 
testimony of the witnesses on how this legislation would contribute to our nation’s 
efforts to stop the spread of AIDS and provide effective, compassionate care to peo- 
ple who are living with HIV. 
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AMERICAN CIVIL LIBERTIES UNION 


WASHINGTON LEGSIATIVE OfRCt 



><it>8n«Mw»M«H^DC aam 


ooDMMd FKOoaMunt 


May 18.2007 


The Honorable Roben C. Soon 

Chair, Subcofnminee on Crime, Tenortsm, and Homciand Security 
House Judiciary Coraminee 
Washington. D.C. 20SIS 


Re: H.R. 1943, the Stop AIDS in Prison Act of 2007, which beks important protections for 
Persons with HTVV/UOS. 


DcarChainnan Scon. 

On behalf of the American Civil Ubeities Union, a non-paitisan organization with hundreds 
of thou.sands of activists and members and S3 affiliates nationwide, we write to express our serious 
concerns about H.R.I943. the Stop AIDS in Prison Act of 2007 ("Stop AIDS in Prison Act") and 
encourage you not to move forward with a math up of the bill until these concerns arc addressed. The 
ACLU strongly suppocts effoits to make routine HfV testing and effective HIV/AIDS programming 
available in federal prisons. While this legislation attempts to establish a routine testing systems for 
incarcerated persons in the Heddal Bureau of Prisons, it actually could result in prisoners being tested 
involuMarily and test results not being kept confidential. 

lire Bill Docs Not Specify Which Inmates .Are Tested and Could Severely Kndanger the Health 
of Short-Term Prisoners and their Partners 


The bill does not specify which inmates are subject to its testing provisions, and could end up 
endangeni^ the health of shott-term prisoners and iheir partners. When Congress enacted the 
Corrections Officen Health and Safety Act of 1998, 18 U.S.CA. 4014, it limited its provisions to 
persons 'sentenced to incatcenition for a period of 6 months or mote.'' By contrast, the new bill 
deletes the six-namths sentence provision from the Corrections Officets Health and Safety Act and 
then creates an eruirely new additional testing scheme without specifying to whom it applies. 

As a result, the bill would impose on the Bureau of Prisons testing, counseling, and treatment 
requirements on presumably all persons in iu custody, which could include persons under arrest but 
not charged, persons charged but not sentenced, persons serving sentences as short as a few days, 
federal prisoners incarcerated in suae facilities, and stale prisoners incaneraud in federal facilities. In 
addition to the obvious impact on BOP medical services, ihe lack of ^xcificalion on who must be 
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tested will mean that HIV prevention and treatment resources will not be focused on those most in 
need of help. 

The bill could also have a severe impact on public health. The legislation requires the routine 
testing of all inmates and pharmaceutical care-including a 30-day post-release supply of 
pharmaceuticals-to anyone testing HIV-positive. The ACLU urges the Subcommittee to obtain the 
advice of public health officials on the public health impact of providing short-term pharmaceuticals 
to short-term inmates. Our understanding of current HIV medicine is that, placing an HIV-positive 
person on short-term use of pharmaceuticals creates a significant risk of the person developing drug- 
resistant HIV, which may be passed on to a parmer. The potentially enormous public health 
consequences of short-term use of pharmaceuticals was one of the reasons that Congress limited the 
provisions of the Corrections Officers Health and Safety Act of 1998 to persons serving federal 
sentences of at least six. months. 


“Rontine” Testing That Does Not Require Written Informed Consent Could Result in Prisoners 
Being Tested Involuntarily. 


Written informed consent represents an important aspect of patient autonomy. The only 
method to ensure that “routine” testing can be informed and consensual is by providing prisoners an 
opportunity to give written consent to testing. Written informed consent is even more important in 
light of the growing prison population and the prevalence of HIV/AIDS within the prison system. 

Written informed consent also ensures prisoners are informed of the limits to their medical 
privacy. Obtaining written consent before administering a HIV test encourages a patient to ask 
questions and to have a dialogue with his or her health provider about the nature of HIV/AIDS, how 
the disease was transmitted, and how to effectively avoid acquiring the disease. In addition without a 
signed informed consent form, it is difficult for medical personnel to prove that a patient actually 
consented to HIV testing. 

The Legislation Does Not Adequately Protect Confidentiality of Test Results. 


The legislation’s coirfidentiality provisions are not strong enough and at a minimum, the 
privacy provisions of the Conections Officers Health and Safety Act, 18 USC 4014(e), should be 
included in the bill. Individuals who test positive for HIV while incarcerated face additional negative 
consequences that merit increased confidentiality. HIV-positive prisoners whose status is not kept 
confidential may face discrimination and threats from guards and other prisoners, may be segregated 
from other prisoners and may be denied access to prison and jail jobs and activities. Many proponents 
of mandatory testing underestimate the stigma and harms that continue to afflict the HIV-positive 
population. A 2005 study of HIV saeening in the Annals of Internal Medicine described the 
persistence of stigma and discrimination experienced by people who are HIV-positive: 

Positive HIV test results are associated with important harms, including fears of 
rejection, abandonment, verbal abuse and physical assault. A substantial 
proportion of Americans (20% to 25%) continue to agree with stigmatizing 
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statements about HIV. Four percent of 142 patients recently diagnosed with HIV 
infection reported losing a job because of their status, 1% had been asked to 
move, and 1% had been assaulted. 

A 2006 Kaiser Family Foundation Survey of Americans on HTV/AIDS concluded that a great 
deal of misinformation still exists about HIV/AIDS. The study found 37% of Americans believe that 
HIV is transmissible through a kiss; 22% believe that it is transmissible by sharing a drinking glass, 
and 16% believe that it is transmissible by touching a toilet seat. 

Moreover, getting an HIV test is not the same as getting a cholesterol test. When a patient 
finds out that he or she is HIV positive, it is a life-altering event, as HTV treatment generally requires a 
commitment to a life-long and complicated treatment regime. Moreover, families and friends 
unfortunately are sometimes unsupportive when a patient learns that he or she is HIV positive. Thus 
having robust confidentiality provisions that protects the privacy of prisoners who are HIV positive is 
vital to their safety and well-being. 

Requiring Testing after “Exposure Incidents” Undermines the Concept of Routine HIV/AIDS 
Testing. 


The current proposed legislation, which authorizes forcible testing when an inmate is involved 
in an exposure incident, undermines the entire concept of routine testing. This provision of the bill is 
inconsistent with the Centers for Disease Control and Prevention (CDC) September 2006 Guidelines', 
which emphasize that all HIV testing must be voluntary. The CDC does not recommend 
administering HTV tests against the person’s will. 

The World Health Organization has concluded that mandatory testing policies are often 
inefficient uses of prison resources, diverting funding and staff from other, more effective prevention 
efforts.'' Other requirements of H.R. 1943 such as pre-test counseling, education about HTV 
transmission and risk reduction, and counseling about the consequences of a positive test result are 
essential for ensuring that prisoners will understand their health care treatment options. Institutional 
consequences often result from a positive HIV test result, such as segregation in some states, loss of 
access to programs, visitation, and jobs. Instituting mandatory HIV testing after a possible exposure 
incident could deter prisoners from coming forward for needed health services. 

Other Provisions of the Bill Endanger Health or Confidentiality 


Previous sections of this letter highlight the most significant problems with the bill. However, 
there are other problems that should be corrected before being reported out of Subcommittee, 
including; 


’ CDC Revised Recommendations for HIV Testing of Adults. Adolescents, and Pregnant Women in Health-Care Settings {September 2006). 
^ World Health Organization, H/V in Prisons, 2007, at 53. 
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In paragraph 3(1)(A), it is unclear whether the provision requires all inmates to receive a 
comprehensive medical examination that includes an optional HIV test, or whether it merely requires 
an HIV test to be offered if there happens to be a comprehensive medical examination. 

Paragraphs 3(3)(A) and 3(3)(B) should both include a requirement that the programs or materials be 
"fully consistent with CDC HfV preventions guidelines" and "present scientifically accurate 
information in a clear and understandable manner" (which does not appear in 3(3)(B)). 

Subsection 4(a) should be revised to strike 1 8 USCA 4014(a) in its entirety. The new bill sets 
up an entirely new testing scheme for all inmates and should fully replace the entry testing provisions. 
The revisions made in subsection 4(a) will mean that inmates in BOP custody would be subject to 
entry HIV tests under both the 1998 law and this new bill. 

Any legislative change to the HIV testing policy must maintain the important patient 
protections that safeguard individual liberty and autonomy. Although we have serious concerns with 
this legislation in its current form, we look forward to working with you to improve the hill and 
provide additional protections for HIV positive prisoners. 


Sincerely, 



Caroline Fredrickson Jesselyn McCurdy 

Director Legislative Counsel 
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News Release 

[until it's 

AIDS ACTION 

FOR IMMEDIATE RELEASE 


Contact: DiEGO M SANCHEZ, APR 

Telephone: 61 7.450. 1 524 

Cell Phone: 617.835, 1455 


E-mail: dsaiicliezr^iaac.org 

Website: htti): //w\^ w aid saction.org 


AIDS Action Council Vows to Work with Congress 
Toward Passing Stop AIDS in Prison Act of 2007 

WASHINGTON, May 22, 2007 - AIDS Action Council imderscored its support of tlie Stop AIDS in 
Prison Act of 2007 today at a hearing of the Crime, Terrorism and Homeland Security Subcommittee 
of the House Judiciarv Committee. The bill filed by Rep. Ma\iiic Waters (D-CA) in April would 
provide routine non-mandator\ (opt out) HFV counseling and testing at entn. and release from federal 
prisons and allow inmates to request an HIV test while ensuring that they would not be penalized by 
prison officials for making tliat request. AIDS Action vowed to work vvitli Congress toward passage 
of tlie bill on behalf of its diverse nationwide membership of community-based HIV/AIDS service 
providers and public health departments. 

Tlic rate of confirmed AIDS cases is tliree times higher among prison inmates than in tlie U.S. general 
population, according to tlte U.S. Department of Justice Bureau of Justice Statistics Bulletin most 
recently revised on March 1 . 2007, including data through 2004, the most recently compiled data, 

“Tliis important bill recognizes and addresses the HIV epidemic within federal prisons and the public 
health tlireat it poses to our nation.” said Rebecca Haag. Executive Director, AIDS Action Council. 
“This bill, which seeks to stop the spread of HTV in prisons and the community through counseling, 
testing and treatment of inmates, is an essential piece of legislation. It will help prevent new 
infections as w-ell as ensure treatment for a large number of people currently living with HIV by 
protecting prisoners’ rights and ensuring that best practices in HIV testing and treatment are 
followed,” she added. 


AIDS Action commits to maintain its work with legislators to prioritize the needs of people living 
with HIV by malring life-saving drugs, medical treatment, and essential support services available to 
all who are HIV infected, and to liigliliglit tlie importance of HIV prevention. More than 250,000 
people in the U.S. know they are infected with HIV but do not have access to HIV care, and an 
additional 250,000 - 300,000 people in the U.S. arc infected with HIV but arc unaware of tlicir 
positive status. 

“As many as 1.2 million people arc living with HIV/AIDS in the United States; w c can best help them 
by nialdng sure they receive quality care and treatment, including people who arc incarcerated,” Haag 
said. 

AIDS Action strives to end tlie HIV epidemic by advancing public policies tliat prevent new 
infections, provide care for people living wifii HIV, and support the search for a cure. AIDS Action 
serv'cs as the national voice for AIDS service organizations, health departments, <md a diverse 
network of community-based organizations across the U.S. that provides services for people living 
with or affected by HIV infection. 
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For immediate Release: 4.19.07 

Media Contact: Jamifa Taylor, (202} 835-8373 


National Office - Washington, DO 202-035-8373 
Administrative Office - Tampa, FL 8 1 3-258-5929 

t jfIgyio:r@t heq}dginstitute .Qrg 








2004, the U S. Department of Justice reported that HIV/AIDS prevalence among U.S. prisoners 
L flderoT' t population. HIV transmission in prisons has gone virtually unaddressed 

I J Congresswoman Maxine Waters will introduce o bipartisan bill 

thot mcludes the partnership of other senior members of the House Judiciary Committee. Current 

Tan'^y F^b^s (‘^'VA), ond 


end n ^ ’'“utl-’O, opt-oul HIV testing to all inmotes with pre 

tretme t r 9°''''''® f®’' HIV/aIDS will receive cemprehensive medical 

reatment. Another importont component of the legislation is the provision that inmates may request an HIV 
est without being penalized for a violation of prison rules. Due to the fact that minorities are 
verrepresented in the prison population and are disproportionately affected by HIV/AIDS, this bill will 
help te eradicate the spread of transmission among this population. 


TI, . inr . '■'’'"'•'"'''''■n ond to become in.oi.ed in AIDS adyococy w^rk, pieose confact 

e AIDS InVitute of: f202) S35-S373, or by emoii of: lrismhfBidfmlJMs.Q!a or wwwJIsAIDSImtifufexva 
The AIDS Insfifofe is o nofionof nonpreht agency lhal promotes ocf/on for sociof change 
through public policy research, advocacy and education. 
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"Wb wA ensur* that your confidentiaMy is respected.* said Waters D-< 
■What wo re saying ie...ju8t Oder ». Just do «. We believe that when yo 
kind of tesbng. not only wA you catch HIV/AJOS, but you can gel peopi 
the kinds of medtnnes that they need m order to have long and healthy 


Waters said she realizes the bills are among the most controversial the 
drafted related to HIV lasting and funding fbt HtV/AIOS dlents 


The insurance bll (H R. 822) would require insurance companies lo pa 
testing m the same way they cover Ihe cost of diabetes tesbng. 


H R 1943, Ihe Stop AIDS In Prison Act of 2097, cals for mandatory HI 
tesbrrg for all Inmates arriving and exAng a federal correctional facility 
others inbodoced a similar b4l (H R 6038. Stop AIDS In Prison Act of i 
fall. 


Waters efforts are a response to the growing impact HIV/AIDS is havin 


Black AIDS InAiltile - Coogresawonum Maxioe Waicrj Tackles HIV/AIOS Issue with Pr... 


Page I of 2 


MACICAII».OM 
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AtfranceiS Sawth Congresswoman Maxine Waters Tackles HIV/AIOS Is 
Proposed Legislation 


lEMtr ap Cod« j 
Prafacis A Progrifp« 
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LOS ANGELES - Congresswoman Maxine Waters said she wants ai 
companies lo cover the cost of HIV testing and tesbng for federal priso 
they arrive end when they leave the penal insbtutiona. 
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minonly oommuniUM. According to the Cefttera for Disease Control an 
Preveritlon. African Americans account for half of all new HIV/AIDS cat 
and ethnic msioritles comprise 69 percent of new cases, according to t 
data released by the CDC. According to the Bureau of Justice Statislio 
Americans made up 41 percent of al inmates In Ihe prison system at tt 
2004 

‘Cortgresswoman Waters always has been an unapologetic advocate t 
AIDS In black communities.' said Phltt Wilson, execufive director of th 
AIDS Insttiuta. 'AIDS In America today is a black disease. Current furx 
arxf HIV poliaes are not keeping up with the reality of AIDS in Black Ar 
Black AIDS Institute supports Congresswoman Waters' call for addibor 
for HIV awareness, prevention and treatment, we welcome her leaders 
ways to think about HIV policies in the United Stales * 

^ enactirrg this bin. Waters said she hopes that the spread of HIV/AID 
inmates will be curbed. The congresswoman added that the bin would i 
comprehensive and timely medical treatment to those incarcerated It's 
designed to promote HIV/AIOS awareness and preverdion. she said. 

AWM^h some state prisons require routine HIV tesbng among inmate 
provide treatment access, federal prisons currently do not. according h 
HealthBeat- 

Original cosponsors of the Stop AIDS in Pnson Act Include Rep. John 
Mich.. Chairman of the House Judiciary Committee; Rep. Lamar S. Sn 
Texas. Ranking Member of the House Judiciary Commillee; Rep. Rob> 
O-Va . Chairman of the Judiciary Subcommittee on Crime. Terrorism, i 
Homeland Security, which has Kirisdiction over federal prisons: and Re 
Forbes, R-Va.. Ranking Member of that subcommMee. Waters « also 
Congress for an addiborul $610 million for the Minority AIDS InlUalive i 
separate proposal. 
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HIV(AP«Mi<IAfthaii 

Aimnetna 

• Praventioo CSaifQSis 

• COCaUMUanaa 

Rneonaa 

> VWntAtKaDAaaneana 
CanOe 

• RanxaBts 

• Unki 

Lioon 



Fact Shaae HIV/AIOS among African Amtrlcana 




VoiaPOf tS JtnutrytOOT 


Hi aw Unate SMM. aw HitfMIDS aeUamo ■ a hsaan cfiM (O' 
ASrican Anaeeana. At aa ttagaa e< HtvuuOS— aon MMIon nan HN 
» eaaa< vHn AtOS-UKki (MuSng AMcan Amancarai «a 
d ap rapoHonalalii lit a iSoonieaiaainaMnaaiaaaoreeianacaa 
athMcSM 2 } 


STATISTICS 


HWtAIDS In 2SOS y 

• Aeeemne te aia 2000 oantua. Uacka mau^ 

Tr ~"‘ — -T "n r‘ri Iff r'r ja !|aaa,fr iiii ii 

2000. biaefca acoowaaCtar 18 8tFI A^n a»>a laaniaiail 
U.ooe nm Hltr/AIOS nayioaaa IroVUrMad Stalm In 
U ttalaa «*•< long-ianii. oanidanlial na m e baaaa HIV 
raponmo Q],* 

a 01 at etadi man aMiig«an HIV/AIOS. Onertmary 
tranamaaon c a itgoiT waa aanual ceratet wOi otiar man 
l oaowaS by Iniacaon dnig uaa and Mglvnaa halaraaanual 
ooraadCQ 

a Of at biacanananliAngHan HIV/AIOS. me pnmafy 
tranamlaalon caaaoe/y aaa IngawMa naMfoaaaual ccmact 

Mtowad by ayaobon drug uaa 12). 

a OflKaaaamaatdUlinianiapannaeMylnlacMdvallliHrV. 
01 (60%) wara Mack (COC. HIViAIOS Raeotne Syalam. 
unpubhahad data. Oaoannar 2000) 

a Ot Ola aaamaaad It.OAtpaopia undar Old apa 0(25 onoaa 
dugnoMt or Hn/wne waa mada dunnp 2001-2004 ti ina 

M ataios arti hOV lapoitnp. 1 1.554 (01%) wara black Q] 


Search for HIV 
CoalaM Only 


Qukii Unlis 

> lAOiaraNaw r 

Fnvoneo(i2 

> MVMIDSA2 

• wivamAtoi 

• miMX Pra 

> tav/Aios Put 

> QatE-malUe 

• RSS OltW I 

• MadSRaaov' 

• Coraaianoaai 

• SdaMaD 


Fqr Mpra Infoi 


•Saa aw eoa (tWbia aw R aliiancai lacaon) aaaad Undin n nero mv 
and AIDS Data IH a M of Pa U Man 


RacaMnntcay oTpataona (Inekjdinp cNkban) w«< WV/AIOS 
dtegnoaad durtnp 2000 


http; 'w\rw. cdc.gov hii'toptcs'ea rcsourccstactshccts-AA-htni 
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AslaM>acMc Amatlcan Indton/ 
laianoar Alaaka NaOv* 



rnmnMaslon eatageow tar Mack aduka and adoMcoanta living 
ndh HIViAoa at ON and at 300# 


hnp://ww»r.cdc gov/liivAoptca/aar're.vjurccv I'acuhcclv aihlm 
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ihaOiaMolof Cohjmbia aocouraadforesit of Ih* 425.910 
paopie (n tha UnM StaSM Mng wSh AX)S 121. 

• O(tia90US(Siaaran()roungar9Mn19yaarsoraQa)atw 
had a naw AJOS diaonoaia. 50 wafa Maefc 12^ 

• 8lrcatf)abagiiw>gcrihaapida«ia c. b>ai»shava 
a cccunlad kt S09.»7 (42%) of f^a aadmalad 050.060 
AJDS caaa* diagnoaad in tia SO ataias and tm Otatncl at 

CoSarbaCQ 

• From tha baginning ot na apidamic throuQh Oac a rwbar 
2005. an atlmatsd 211 .550 Uadet «dh AlO$ (Sad 12} 

• OrparocnswnoaadaonoaaorAlOOriadbaanmada 
diamg 1 097-2004 . a amaasr ptppodion et biaeM (60%) 
wara aihra aOar 0 )raar« oomiNvad MO) Affiancan Indant 
and AaaKa NaOvaa (07%). Hiaparoea (74%). wNiaa (7S%). 
and Aaana and Padic idanda ro (B1%) IZ] 


na c aatfad cd if ol adidts and adoMa ca Na PvInQ udOi MV/AIOO. 
2006 


httpy>'www.cdc.gov/tuv/iopics/ao/rtsources)’factshects/ao.btm 


y 17/2007 
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Males 

No. =342,148 



Females 
No. » 127,150 


AslarVPactfIc American Indiati/ 

laianrier Alaska Native 



Black 

64% 


Mae SaHd on data »cm 3S ttalM <rth lonsatnn. nnailanaal 
nawrwoi HIV ntonmt 


RISK FACTORS AND BARRIERS TO PREVENTION 

Ram and teinwy. by twnaabiM. <r* tiM odi IbcKn tor HIV 
■meson Evan tiougiiHV Mans tatotafanglwItaibiBcM man let 


hitp 'WWM cdc.govi'hiy/iopics'aanesourcc^factsheeU/'aa.hini 
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nwnMn ol ooat rtOM and atinloiM Kt MM of uneaMelsa e> lata 
dMgnoala of Hn^ udKacn aia Mgn *9> Uaek man aiao hava tax «ah 
nuntMSMIQi 

Blada aiaalwmotaaaa^flolMac n aaa n g n aii ert aladaiiaii»> 
keton to fW iniKton MduOng na foaoaaip. 

Saaual RWi Faefoaa 


Mack Homan aia moat Htor to M aaacaad nHti HIV M a laauS of aai 
aiaimananes>vMaetoda«iHV(a Thar mar nol ba aaaaia e< 
two mtoa paitoam' poaatoa dak (acton to H(V atocaon. auai m 
unproMctod aa> man muatoa paMan. baaauaBy. or bvaoion dhis 
uMn.0 Santo amSael a alMiha man naklaeto to black man 
Matoaomaia aaauai eonnei ana toa pdmary nak (actor to 4«to d 
bladi nan nib MVIAIOS « dia and ol TOM. and nighifak 

halaroaanto caniacl aaa toa pumary tok heto to 22% B 

SubatoncaUM 


bsacbon drug uaa ■ Via wcend (aadng cauaa of MV ritocaon boOi 
to (Sack man and noman (Z). In aeenon to ttong at nak imm inaitog 
n aadai. canto and chrom e aiiOannoa uaati ara nan viair to 
angaga n lagh-dak bahanota. auidi m ungtolacMd aai. nawn grar 
ara undai ra ndwnca ol dnigi or ncohol m Dxrg uaa can aiao 
aaiaci Vaaamam auocaaa AiacaMikidyoaHIVtoacMdneanan 
tound rm noman tow uaad drugs, ocrreaiad ton noman nl» dd 
nca. nan ia« Vtor to toko diak arnraVonral madKawa aaedr m 
(aaaanoad [g| 


Lack al AnaianaH of HIV taroaUM 


NM knotong ana's HIV sareatokra la naky to bwa man and noman 
to a raoam akidy of WSU ai S oMa partapaong In coca Nabonal 
HCV Bahancral Survadanoa Sratom. 40% cf vw btock MM naio 
HlVdoaeua. cemparad nidi 21% ol na nhia H8M and 17% of en 
Mapnme MSH THa tojdr nao iiwnad Vto ol parVdpntoig Mack 
aiSM tow tootod ponton to MV, S7% wan i m anori ol vwa 
mtoclon; ol poMcIpilng HHpanlc MSU tow Uotod pootom to Hnr. 
4S% noro unanoro of Vtor Micaon. cd panewadng nnno MSM tow 
tosSadpoatontoHIV. IS%naraiaMiraiacdVtorlniacbon.andof 
patvclpattng mutoactototwr WSM ntw laaiad poaava to HIV. S0% 
naraimnmraoieiaradaoaonlioi Paraona nfw tia mtodad ton 
HIVbMIdonIsnonScnnncilbaoatotomMi amilngnar ap toacr 
prolacl two pailnara tom booomtig niacaod rdti MV 


Soaiiodr TnnamilWd OtoaoaM 


Tlw (aghMi rotoa ol tain ndr nnoiMWd dooaiaa (STDo) am Vwm 
tobtocka to20M. biackanamaboui ISdawaMtotoTHnlttoato 
han gonontwa and about S Snwa m Mtor to ham lyimat |1 1 1 
Pardr bacduaa of ptiratoal clwngM cauood by STOa ttoudtig 
ginaa i toatona dial can larm m an araiy pobd to (W, dw pmaanoa 
cl carton STBs can In nm aaaond acfiancM cl convoa n g HIV 
ti to ciwn 2- to Stod Stnaarty. a pataon tow nm boti MV bilKbcn 
and carton STOt hm a grantor cfwncn al tpraadng HdV to oVwra 
UZt. A racam COC Harakta lauian aiwnad Vwt NM mam a MV 
adaoden to btock USM may ba pardy aortodabia to a htoi 
prvmlanca a STOa dto (acMato HIV Vanandtaion pt 

I tonopiiobla and Con con iwani a Mtimoa dcu n I Balwytor 


Homoynana and adgma can cduad aonw btok MSM to IdndHy 


liBp://www.cdc.gov.'hiv.'iopici'ak,'resoim;es/f«: 1 sbeets'M.hlm 


S/17/2007 
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th«» T— N w m t Ktw wu ii Of notlo diKlot tio mkumI o n a r moo n 
\iX HI inbMd. biKk M$M tn mom lM»r •>«> ottw M$M not to 
id>nt>|f Wmmootmo m gay tSI ^ abMne* o< i<if dtntolci>cn of 
ibKno d di»aa«u» pmopem c « >«to n a<i to p<*»»to>ion 

Ho*tov 9 f. <Mto titooMt Dtoi VtoM ntoA ifv no( ot ftooitf 
itoh tor HfV intodor^ tun ar* ttock MSM «ll^o ktorddy tiawiaaNw m 
oav(U. 1 H ThalrdnoaoftoMat&jtoMdonalfnMnVdDtock 
M^iiirhodowo< to »ito ) i to awwtovai m 9 ay or wno <to nd tfactoa* 
thoir MviMl onodMon Oo not OTtoiO* to n«ky Mftottortv M too 
Indtoga Oo auggoot tot thooo <won tro not f 91^19 n hqhm towoto 
of rtoky bottovtor tottt an othw btod MSM 


So ct oocomomte laiuaa 


Soctooco ft omt e taauaa and ot»ar aooM and tUnieb^ot rduarcaa 
aflaet ttoratat ofHNtoiaeOonarTvng btodwH^ In lOM. noaffy 1 
to 4 blads awa Mng to povarto U3 Sludtoa Ium tound an 
aaaoaaOon b atoraan N^wr AjM toddanoa and to w r tocomo (tl9 
Tha ao cto a co ncr uc pioCtoraa aaaooaiad «nto poMody. netodtog 
totoad aooaaa to Mgp guadry had*) eora. rouatng. and HiV 
p roaa di e n oducaoon. may tfmedy or todiraefly ineraaai toa n§k 
meaxa mr mv raacoon 


PREVENTION 


to Old Undad 9latoa. too annual raintoar of now HIV tofacliona naa 
dacfaaiadtoomapaaitofmofatoan iaOX)00totoarrid>i960aand 
baa atabrtoad aanea too toto 1990a at approiawaMji 40.000 
Poputottona of mtoorty raooa and advMtoaa ara dtoprapomonatoiy 
aflactod by Iho IdV apidamic To raduca torVier 9to toeldanca of HfV. 
COC annetnoad tia Advanona d(V.PrtV«f«Dn lAHPI totoatoa to 
2000 Ttoa totoa Pr t c o m p m aa 4 a t raiaoda. ntotong HIV to iar^ a 
rouma pad of m at te ai eara. impiamardhg naw medala tor diagnoamg 
MtV mfacbom outoda madieal lagtoga. p rawartong now adacbona by 
nmhjng ^ HlV-mtoclad panona and toad partoara. toribar 
dacraa a ing p ar to atal HfV i m namtoaion 


COC baa atoo ainfdihia Pto AMean Amartoan hivtajM Vtotfe 
Croup to tooua on 9ia urgant «aua of HfVtAi06 to Atoean Amartoana 
Tba <worli group dtoratopad a comprabanal»a raaponaa to gutoa 
COCa aftoda to tocman and atrangtoan HTVAAIOS praianbon and 
raarvantton acbvttaa dVaeaad toward Atocan Amartcana. ftiraady. 
COC to angagad to a wtda ranga of aca^dtoa to tow«M oomnMidy 
laadan « tia Atican Amatican corrmnay and to daeraaaa toa 
meWanoa of MTVMDS to btocka. 


ForcKampia, COC 

• Fitoda darronalradton proyad to tvafualmg rapto I4V toaong 
to haaoncal)’ Mack codagii and tfVvantbaa aa «aH aa 
proyacto to improwa tha aAactnartaaa of HIV toamg among 
Hack woman and MSM. 


• Cortooctoapidamiotogicfaaaafc b tocuaadonotocka. 
mdudng 

o arotharayHar ma noa.aabjdyofbtockar^Lattoo 
MSM oondueCad to Ua Angataa. Now York, and 
PbdadaipfMa Piai mma to toartoPy and wndaratand 
itok-promomg and riab-radvong aaauaf boHavtora 

o Moman'aShJdy, aatudyofbipcaandHiappnto 
woman to lha aouPiaaatom Undad Slaiaa that 
axarvWtoa ratottonaNp ^npmica. and too cMtum, 
payctooaoowl. ar>d bafwior factora aaaoctolad wtoh 


Mtpi/Avwvy . ede .go v/liiv topicVatoTcaoufce^facuheets/dto. btm 


5/17/2007 
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preve n to n tor paofsto Mng weh MV. toacnM 
oommuracabon sUto to nagolialing lator m«. and 
fatotof ca a tha banaats c< c on wi a m ccndcm ma 
VMILOW aHo taa^et immen how to raoogrtoa 
haaftoy and ttohaadhy ratoCtonahtoa. dacnasaa too 
totooi of Mutfua parinari on Mfar mx. and 
pt-otodaa (nformaaon about tocto ahaftan tor woman 
to abuaha ratabonaNpa 


COC aHo wpporta >a > a ar tfi to cr a to a naw maarvani to na ter Atoean 
Amanc a na and to taai toaarvanaooa toat haaa piwan auocaaaM wih 
ottof popiaaaona tor uaa wih Adtoan Aaitoneaito Addtoonasy. COC 
tortoa aoanctoa through ADAPT (Adoglng and Oantenaarating tha 
rdapiaaon ctrva^aneon Tachraguai) to adapt and tvatoatoartodha 
totorvardona tar uaa ai commundtoa ^ coier 


to addftort. COC 

• Prpytdaa toitomt^al gaining tor faaaarchara atoo ara 
mawbar a of rwnonty raoaa arto adtoledai twough a 
program eaSad Raaaarch FaSonahtoa an HfV Pravandon to 
Conunwahaa of Color 

• Cstobtahad toa aodramiaal lAtoordy IdV/AIOS R aaaa r t to 
totoama (UARi) to 2002 to craato par ln arahtoa babman 
COC aptoarrac te g ri ta and r aaaare h ar i atoo ara wamban 
of rninorty raoaa artd athnieittoa and who iMork to 
eommktotoaa of odor MARI tonda anidanaotogic arte 
praua n toto itu^i of Hh/ to c o r n mu^aa of cater and 
ancour a gai Pto caraar Oavatapmant of young 
tovaadgolora COC tovaato S2 irriBon par yaar to too 
pro^am artd atooa 2003 haa tondad 1 3 Mdor nuaaliQatora 
at 12 aaoaaoraaatioGottoary [m 


Undaralan«ng MPT and A0g Oato 


ABS aunraMtonaa: Through a udform ay a to ai . COC ra ca toaa 
raporto of AI09 caaaa from aa US ttatoa artd tarrttor toa . Stoca 
tia bag to nlng of lha apidaa Uc . B i aaa data hava baan uaad to 
monitor u anda bacauaa thay ara r apraaan to thra of ad araaa. 
Tha data ara a t aSad ca lfy adjuatod for raporltog datoya and tor 
9m radlairtbudon of caaaa toWldly raportod adthout rtak 
tectora. Aa baatmard haa baeo ar a mora avadabla, iranda to 
naw AK)S dlagwoaaa no longar aacurnaly rapraaani Iranda to 
now HfV tolaebena; toaao data now rtpraaam paracna who 
ara toatod lato to tea eouraa of Htoflntocbon, who hava dmdad 
ac c a aa to cara, or to whom traaonard haa faiad. 


MV a urvt d towc a : Mord to ftog tranda to too HfV apidamic today 
raciulraa coSac fl ng adormoOon an MPT caaaa lhal hova net 
proyaaaid to AB8. Aiaaa wdh cordldanOai nama baaad HfV 
Ifdacdon raporilng raqidrawianta uaa tha aama unitenn 
oytlam for dato coHacdan on MV caaaa aa for ABS caaaa. A 
total of 23 a tataa (Alaba ma . Alaaka. Arlsotto. Arkanaaa. 
Coforado. Ftorf da , Idaho, todtana. Iowa. Kanaaa. Loulaiana, 
Mkhagan. Mnnaaota, kSaalaaIppi. kteaourt. H abr aa ka. 
Nava^ Haw Joraay. Now Maitoo. Nrw York. North Carotow. 
North Oakoia. Ohio. Oklahoma, South Caradna. South Oakata, 
Tinnaaaaa. ToMa. Utoh. Wginia, Waat VWgtoia. dAacanato. 
and Wyoming) havo collaetod thaaa data for at laoat S yaara. 
provWtog aufflclard data to atonHor HtV iranda and to 
o a tkwota rtak bahatoora for MtV In f acSort. 


h(tp:/Atowr.c<fegov/liiv/topics'sb're»ourcesTACtsheets/»a.him 
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UMAIOS: Thto l*mi ia vMd Id rvltf 10 9 c l ogortoo Of 
aagwoioo colloc t fcroty: (1) ■ dUgnoolo of MV todocOon (net 
di 0 dUgnoola of MV MooOon and a tatar dtoflnoalo of 
AIM, and (9) eonctjfrani aiQuoaoa of HtV I n locaon and 
Att$. 
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Department of Justice ■ Office of Justice Program: 

B]S ^ ureau of Justice Statistics 

BJS home Kdy Facts at a Glance 

Demographic trends in jail populations 
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Jail populations by race and ethnicity, 1990-2005 
Number of Jail inmates (one-day) count 


Year 

White 

non- 

Hispanic 

Black 

non- 

Hispanic 

Hispanic 
of any 
race 

1990 

169,400 

172,300 

58,000 

1991 

175,300 

185,100 

60,600 

1992 

178,300 

196,300 

64,500 

1993 

180,700 

203,200 

69,400 

1994 

191,800 

215,300 

75,500 

1995 

206,600 

224,100 

75,700 

1996 

215,700 

213,100 

80,900 

1997 

230,300 

237,900 

88,900 

1998 

244,900 

244,000 

91,800 

1999 

249,900 

251,800 

93,800 

2000 

260,500 

256,300 

94,100 

2001 

271,700 

256,200 

93,000 

2002 

291,800 

264,900 

98,000 

2003 

301,200 

271,000 

106,600 

2004 

317,400 

275,400 

108,300 

2005 

331,000 

290.500 

111,900 



Source: Bureau of Justice Statistics Correctional 
Surveys (The National Probation Data Survey, 
National Prisoner Statistics, Survey of Jails, Census 
of Jail Inmates, and The National Parole Data 
Survey) as presented in Correctional Populations 
in the United States, 1997, and Prison and Jail 
inmates at Midyear, 2005. 


BJS home page i Top of this page 


Bureau of Justice Statistics 
www.ojp.usdoj.gov/bjs/ 

Send comments to askbJs@usdoJ.gov 


OJP Freedom of Information Act page 
Privacy Policy 

Page last revised on June 2, 2006 
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House votes today on grants for meth addicts' kids 


By MICHAEL DOYLE 

MODESTO BEE WASHINGTON BUREAU 

WASHINGTON — The children of Central Valley meth addicts this week are learning 
politics the hard way. 

The lessons are being showcased today as the House votes on whether to add $20 million 
for programs serving "drug-endangered children." Rep. Dennis Cardoza, D-Merced, is 
seeking the money as part of a big Justice Department funding bill. 

"These kids that come out of these kinds of homes really need to be kept together," 
Cardoza said. 

"That takes resources. If you don't intervene, they’re going to end up in gangs, they're 
going to end up on the streets. " 

To pay for the grants, Cardoza had to propose cuts elsewhere. He targeted the Census 
Bureau and general administrative overhead. 

Other amendments, too, attempt to divert money from the Census Bureau to diverse 
priorities. The Census Bureau, though, has allies. The authors of big funding bills, 
moreover, often are loath to tinker with their handiwork. 

"We've made hard choices on how to spend scarce resources," said Rep. Frank Wolf, the 
Virginia Republican who chairs the House subcommittee that funds the Justice 
Department. 

Here's one lesson: If Cardoza wins the vote today, he will have bargaining leverage with 
the Senate. If he loses, he says, "part of the strategy" is that lawmakers might be more 
willing next year to provide the money rather than casting another vote against helping 
children. 

A second lesson deals with the meaning of real money. 

Earlier this year. Congress renewed broad antiterrorism legislation dubbed the USA 
Patriot Act. Lawmakers included unrelated measures to fight methamphetamine, 
providing $20 million annually for "drug endangered children" programs. 

But the Patriot Act's drug endangered children provision, just a few sentences in an 86- 
page bill, was not a promise of money. 
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Instead, it authorized that the money be spent. It takes separate action, through an annual 
appropriations bill, for real money to be provided. 

Situations are desperate 

"The need is tremendous, absolutely tremendous," Merced County social worker Cathy 
Clark said Tuesday. "We'll go out to homes, and the place is filthy, the kids are filthy, and 
there is no food. With meth, the drive to get the drug just drives everything else out." 

Clark works with Merced's anti-drug task force, which exposes her to horrific scenes. 

Last year, she recalled, drug agents burst into a Los Banos garage and ordered the meth- 
smoking adults to get down on the floor. Dutifully, a 2-year-old boy mimicked the men 
around him; he lay down on the floor and placed his hands behind his back. 

"This little boy was traumatized," Clark said. "He was scared to death." 

A problem in many areas 

In the past five years, three out of four California counties reported an increase in the 
number of children removed from their families because of meth, a National Association 
of Counties survey shows. An estimated 1 .4 million Americans regularly use the illegal 
stimulant, another national survey found. 

The relationship between parental drug use and child abuse and neglect is "extremely 
complex," Nancy Young, director of the Irvine-based Children and Family Futures, 
cautioned in a Senate hearing earlier this year. 

Nationwide, Young noted, the "relatively rapid increase" in meth use has not been 
associated with increased child abuse reports. 

Still, anecdotal evidence piles up. 

In Merced County, Clark said she typically sees about 65 families a year through her 
work with the drug task force; 90 percent of these, she said, involve meth. 

Bee Washington Bureau reporter Michael Doyle can be reached at 202-383-0006, or 
mdoyle@mcclatchydc.com. 
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March 26, 2007 

Help Children Affected By Drug Abuse 

Co-sponsor R.R. 1199- The Drug Endangered Children Act of 2007 
Dear Colleague: 

We urge you to join us in helping children living in homes in which methamphetamine or 
other drugs are used or manufactured. One of the most troubling results of the meth epidemic 
has been its impact on children. According to the Drug Enforcement Administration (DEA), over 
15,000 children were found at meth labs from 2000 to 2004. This problem is hardly limited to 
methamphetamine. A recent Health and Human Services study found that over 1.6 million 
children live in a home where at least one parent abuses illicit drugs, including meth, cocaine, 
heroin, and prescription medicines. 

Child welfare agencies and law enforcement are stretched to the breaking point in many 
areas across the country because of this enormous challenge. Dmg abuse harms children by 
contributing to domestic violence, abuse, and neglect. According to a survey released last year by 
the National Association of Counties, 69% of responding officials from county social service 
agencies indicate that their counties have had to provide additional special training for their 
welfare system workers and have had to develop new and special protocols for workers to 
address the special needs of children displaced by parental drug use. 

That is why we have introduced H.R. 1199, which authorizes $20 million for the Drug 
Endangered Children grant program for FY 2008 and FY 2009. The Drug Endangered Children 
grant program provides grants to improve coordination between the state and local agencies that 
provide assistance to drug endangered children and aid the transition of these children to safe 
residential environments. This program was authorized in the USA PATRIOT Improvement and 
Reauthorization Act of 2005 (P.L. 109-177) at S20 million, but unfortunately that authorization 
has expired. 

We strongly encourage you to co-sponsor the Drug Endangered Children Act of 2007. If 
you have any questions or would like to co-sponsor please contact Ben Correa in Congressman 
Cardoza’s office at 6-4560 or ben.cQn'ea@mail.house.gov . 


Sincerely, 


Dennis A. Cardoza 
Member of Congress 


Rick Larsen 
Member of Congress 


Darlene Hooley 
Member of Congress 
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Patriot Act Authorizing Language 


SEC. 755. GRANTS FOR PROGRAMS FOR DRUG-ENDANGERED 
CHILDREN. 

(a) In General- The Attorney General shall make grants to States for the purpose 
of carrying out programs to provide comprehensive services to aid children who 
are living in a home in which methamphetamine or other controlled substances 
are unlawfully manufactured, distributed, dispensed, or used. 

(b) Certain Requirements- The Attorney General shall ensure that the services 
carried out with grants under subsection (a) include the following: 

(1) Coordination among law enforcement agencies, prosecutors, child 
protective services, social services, health care services, and any other 
services determined to be appropriate by the Attorney General to provide 
assistance regarding the problems of children described in subsection (a). 

(2) Transition of children from toxic or drug-endangering environments to 
appropriate residential environments. 

(c) Authorization of Appropriations- For the purpose of carrying out this section, 
there are authorized to be appropriated $20,000,000 for each of the fiscal years 
2006 and 2007. Amounts appropriated under the preceding sentence shall remain 
available until expended. 
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The National; Character Laboratory, inc.a character or moral ;health 
association, and a tax-exmpt non-private foundation, under Secs. 501 (c) and 509 
(a)(2)l.l,R.C.and the Public Affairs Committee (PAC) N CL’s model city project, 
unincorporated, both at 4635 Leeds Ave.,EI Paso,. TX 79903-121 1 <915) 
562-5046, fax 562 3110e.mailajstuaftjr@aol.com web site www.moral 
health ,org. A.J. Stuart, Jr.Col. AUS, Ret. Pres. NCL Inc. & Chmn PAC, Martha 
Franco, NCLInc, Trustee and Secy-treas. PAC Sherwood Kaiup, M..D. trustee 
NCLInc. & Robert Stone, ist Sgt , USA Ret.,vice-pres. NCL, Inc. & vice-chmn. PAC 

Mr, Bobby Vassar Majority Chief Counsel 5-21 -07 

House Sub- committee on Crime, Terrorism, and Homeland Security 

fax 225-3672 

Dear Mr. Vassar 

The attached copy of our condensed proposed Character Corrections 
Act is submitted for your evaluation and comment. 

Since his bill is based upon character theory which has never been 
taught, we explained the very peculiar circumstances in the original proposed 
Character Corrections Act, copy also enclosed. 

We have been using modern character corrections in Ei Paso since 
November, and the program is popular with the adult probationers and their 
teacher. It is being expanded locally as fast as resources permit. 

We have asked our Rep. Sylvestre Reyes (staff person, Ms. Taylor 
Bentsen) to ask Rep. Sheila Jackson Lee to sponsor the bill, and we have 
contacted Mr. Ted Hutchinson in Rep.Lee.s office. 

The bottom line here Is 350 billion dollars a year savings in the cost of 
crime, plus a dramatic reduction in drug abuse, and even some reduction in the 
divorce rate. 

We can furnish a great deal more backup information if desired, i.e. a 
summary of a 55 page recidivism report, and a written summary of a one hour 
t V documentary, etc. 

Please let us know your reacUgns^ 

Sincerely, 

A.J. (Alex) Stuart, Jr. Col.AUS.Ret.Pres. CL.Inc. & Chmn .Pub . Affairs Cmte. 

Incis. 
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This bill also provides for the continuing development and use of Improved character 
corrections programs for offenders. 

Replacing conventional corrections with character corrections and early release for 
those successfully completing a character corrections program is a major change in policy, 

The main advantage of character corrections is that it reduces recidivism and thus crime 
by about three quarters, or from about 96% to only 23%. 

We expect that state and local corrections systems which make the change, as is being 
done in EL Paso, Texas, will start by conducting pilot programs. This would provide time to train 
judges and others involved in the criminal justice system to learn how to identify the very few who 
are probably not capable of taking character corrections successfully. It would also provide time, 
for others in the system especially teachers.to learn how to conduct the character corrections 
programs, One way to obtain the teachers is to re-train existing teachers o" probation officers into 
character corrections teachers. 

Prior experience in Albany, Georgia from 1970-80 indicated that at least 90% of 
offenders can succeed in character corrections, and that it is wise to release the offenders aftar 
completing character corrections successfully. 

It will also be necessary to make other changes, such as those needed in the state or 
local criminal codes so as. to permit early release of offenders after successfully completing the 
cheracter corrections program. 

It will also take time and effort to inform the public regarding character corrections, and 
convincing them that early release of those successfully completing character corrections 
is safe, justified, and wise 

The news media shold inform the public ,that character corrections is a very desirable 
change in corrections, which reduces readivism and crime by three quarters,, and that 
early release should be a part of the program.in character cxjrrections.. 

Then the churches and other family or dvic oriented organizations should teach the 
public more about simple character theory arxl c»rredions ,,so that the changes needed 
will be cheerfully accepted by all.., 

Since cheracter corrections reduces crime by three quarters and thus the 
number of jobs for criminologisrts, we can expect the o-iminologists to attempt to delay 
the program. 

Character corrections also reduces the demand for drugs by three quarters, thus 
dramatically reducing the incomes of drug dealers The dealers can be expected to try to 
bribe dishonest public officials involved.as apparently happened in Georgia, ,or to even 
arrange for fatal accidents for the honest ones, as has happened so frequently in Mexico; 

SEC 3 CONVENTIONAL AND CHARACTER CORRECTIONS COMPARED 

Since psychiatry is legally in charga of mental health, including moral health, and the 
Diagnostic and Statistical Manual (DSM) of psychiatry is Ihe ultimata written legai authority on all 
matters concerning mental and moral health, academia teaches according to the DSM.. 

Research by the National Character Laboratory. Inc;. has found that starting in about 
1950. psychiatry abandoned morality and, even removing the term "character" from the new 
edition of the DSM published in 1958, So character has not existed in academia. since 1 958. 

Robert Coles,M.D.,.a famous child psychialrisf,and later an honorary life member tsf 
NCL, Inc., wrote an article published in a prominent newspaper in the early 1 97CV3 complaining 
that psychiatry had abandoned morality. 

Also in the early 1970's , the president of NCL,lnc.,Col.A.J. Stuart, Jr.AUS, Ret. spoke on 
the telephone with Herbert Pardes,M.D.,then president of the American Psychiatric Association,, 
Stuart asked Dr, Pardos if the Association would endorse teaching character education in the 
schools. Or. Pardes sard no, and then explained the reason.. He said "Nobody knows right from 
wrong." 

The official position of psychiatry on character (in a 1 SSO's letter to the National 
Character Labraratory.lnc.) is that character is only a sut^ective concept like beauty They 
maintain this position in spite of the fact that character was clearly defined as six different 
attitudes In the PRAIRIE CITY research reported back in 1960. . 

NCL Inc's, explanation for this peculiar behavior by most leading psychratrists is that the 
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theory, and designed to improve the character of the offender. 

SEC 4 RESULTS OF PRIOR CHARACTER CORRECTIONS PROGRAMS 
A type of Character corrections was used under judge Asa Kelley in 
Albany, GA from 1970- 80, and those who succeeded in the program were 
released from probation or confinement. 

A very thorough recidivism study was conducted. The control group of 
about half of 1,500 offenders who had taken conventional corrections, had a 
recidivism rate of 96%, compared to only 23% for the experimental group, which 
had taken character corrections. The recidivism rate for character corrections 
was only 18% for the last year of the program. 

There was also evidence that the use of drugs had declined 
dramatically, and even the divorce rate dropped. 

SEC 5 A CURRENT CHARACTER CORRECTIONS PROGRAM 

The president of NCL,lnc. wrote a two month program on character 
corrections similar to the Georgia program, but based up. on modern character 
theory in 2006, We plan to market the program soon. 

The West Texas Division of Supervision and Corrections started using the 
course with two pilot classes on character corrections in El Paso, TX with high 
risk adult probationers from Nov. 7, 2006 to Jan. 23, 2007 and then completed 
instruction for 90 more on May 9th, 2007. The program is being expanded 
locally. The probationers involved and the teacher spoke highly of the course at 
the graduation exercises. 

SEC 6 ACCEPTABLE CHARACTER CORRECTIONS PROGRAMS 

Any character corrections type program based program modern character 
theory is acceptable. 

SEC 7 FEDERAL FUNDS FOR CORRECTIONS 

State and local corrections agencies must replace conventional 
corrections with character corrections in order to receive federal funds. 

This feature takes effect two years after this bill becomes law, in order to 
provide enough time tor the states to revise their criminal codes to permit early 
release of those who successfully complete character corrections, to provide time 
for the development and testing of new character corrections programs, and to 
inform the public about modern character theory and its use in character 
corrections and the justification tor early release. , 
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non-private foundation oninoofwated. both at 4635 Leeds Ave.EI 

Cornmittee.fCPC) NCL's ^el ajs.uartir@aoi.com, web site 

Paso.TX 79903-1 211 r«, pres NCL8, Chmn.CPC; Martha Franco, NCL 

rre:rd CP^^I-rwtd' ^ip:.rus^ S.ona,1st S 9 t;Ret.,V,ce- 

Pres NCL S vlce-Chmn.CPC 

The crime Prevention Committee submit the following draft bill on character correcUons, 
Feb. 19,2007. 


Be it enacted in the Senate and the H^se of Representatves of the United States of 
America in Congress assembied; 

SEC 1 SHORT TITLE 

This bill may be cited as the Character Corrections Act of 2007. 

^ u''nder'’p°eslnt conditions a very high proportion of our black youth and to a 1®^^^ ^nt 
hisoanic vouth'^are unemployed and involved in dojg abuse and c,nme. Character rarr^tions 
has 8 record of ailevieting these conditions. When used in Albany.GA for ten years,it 
recidivism from 36% to only 23% over a tan year period and in the final year of the program the 

""'''''"A^o^^rprrl^f^rrections programs are based upon fire 
of human behavior and hence produce high recidivism and crime rat®s The false 
theoiv was introduced by Fabian socialists in the 1960-70 time frame instead of modem 
theory. published in 1960, One reason was that the Fabians are tiying to convert us to soaalism 
bv oerverting our society morally, down to the point were we would acpepl socialishi. 

The Fabians managed to convince then president George H;,W,8ush to endorse o^ 
world (socialist) government. .He said in a major speech to Congress which we heatd.that We 
must have a one world government.” We were shocked to hear this because we knew that joining 

the UN as subordinate part was the Fabian sodalist goal at that time.... 

Now our present president George W. Bush is secretly converting us to a socialist 
government in the form of the so called. Security and Prospenty Partnership (SPP) which would 
^nsolidate Mexico,, the United States,and Canada into a socialist conglomerate. Thus he would 
largely destroy our nation and our Constitution, which he swore to defend. (See 'The Great 
Deceit” by Veritas, 1964, 354 pages for basic information on the Fabian socialist conspiracy up 
until 1964.. For information on (SPP), see "North American Union Fact Sheet , from the 
American Policy Center, as well as several other independent sources 

Also in tha 1950's,, psychiatry, which is legally in charge of mental health , including 
moral health, decided to take away from God tha supreme authority in moral health., and assumed 
that power Itself. It then actually abandonded morality! 

., Psychiatry even removed the term 'character” from its manual in the1958 edition. Doing 
this eliminated character disorders such as homosexuality (The homosexual has simply 
learned tha wrong attitude towards sex.and can be converted to heterosexual in many cases.) 
They have a character disorder, and should be dassifed as such instead of "normal.". 

Further, when the new character theory was published ini 960, only two years after the 
word "character" had been removed.from psychiatry, psychiatry rejected the new theory by 
ignoring il.and thus prevented the new theory from being taught, or used in corrections... 

This bill requires replacing conventional corrections programs with chsracter 
corrections. It also calls for the related prompt release of offenders from confinement, probation, 
or parole upon successful completion of a character corrections program. This major policy 
change is discussed later. 
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the wrong attitude towards sex, and attitudes aro character.. So homosexuality is a character 
disorder, 8ut since charactor had been etiminated, the psychiatrists could not longer recognize 
character disorders, so they reclassified homosexuality as normal, with disastorous results to our 
whole society... This bad decision empowered the homosexuals to invade the schools, churches, 
end even the military as normal, leading to all sorts of educational, social,. religious, and legal 
problems. 

The PRAIRIE CITY basic research program on character originated under Robert F, 

Peck, Ph,D and other psychologists and some sociologists ir> the University of Chicago, just after 
VWVII,. The primary obgective was to discover If character really exists, and if so what it is,and how 
it develops, and so that we can tell how it can be changed.. 

The program observed a grcxjp of children from first through tenth grades, their parents 
and teachers,, and was eminently successful, It discovered that character is a collection of 
six attitudes or traits, .which they carefully defined. 

The PRAIRIE CTY research thus produced the first modem character theory, and many 
think that the reseorchsrs, should have received a Nobel prize., Instead, psychiatry, apparently, to 
be consistent with their no morality policy, ignored and thus rejected the complete new character 
theory from PRAIRIE CITY,. 

Then the rest of academia followed psychiatry instead of adopting the new theory,. 

The National Character Laboratory.Inc has endeavored to get academia to accept and 
toach the characser theory, but academia apparently defers to psychiatry and still refuses to 
teach it. 

However.now that character corrections has actually been re-started in El Paso. Texas, 
academia will! have teach the character theorv ir^ orde r to explain why cha^cter corrections 
works so much better than converrtiuonal corrections. ,, 

The National Strategy to Reduce Crime. published in 1973 in response to the tripling of 
the national crime rate between 1965 and 1971,, said on page 1 of Volume 1 that crime Is 
caused by the false sodallist promoted environmental theory, and ignores character 
completely. This explains why the strategy was a failure in reducing crime rates. 

NCL Inc, and its Model City project, the Crime Prevention Committee in El Paso, 
Texas, have endeavored to produce a good plan for rodudng crime, and improving 
moral health nationally and giobalfy, including proposing and promoting legislation such 
as this, .Our plan is published in 'Moral HeattlY by A; J;. Stuart, Jr. now In its second 
edition. The plan is kept current by means of memoranda called “Character Planning* 
now in thair 437^^ edition.; 

Present conventional corrections programs cover a wide variety of 
subjects. except character. The FBI national crime rates were stable at about 1,500 per 100,000 
until 1965. But then the rate suddenly tripled to 4,600 by 1971, and is still almost 4,000. , Our 
recidivism rales are thus in the 96% range, and our national crime rale has decreased from 4600 
in 1971 to 3.899 at last report, The rate has been decreasing recently by about 2% a year. 

.NCLInc’s present explanation for this dramatic Increase in crime from 1 965-1 971 is that 
psychiatry Is largely at fault for rejecting morality.,This rejection was accepted by far too many 
people, especially in academia, who then perverted some of our college youth, especially 
regarding sexual promiscuity and drug abuse, whicti too often lead to crime. 

Also, the Fabian socialist conspiracy was discovered, researched, extensively, and 
reported in "The Great Deceit" in1964. The research, covered four years of scholarly work under 
Archibald B. Roosevelt, a son of Teddy, and his Veritas Foundation.. 

The Roosevelt research confirmed t he existence of a Fabian socialist conspiracy in this 
country It consists of powerful evil people, mostly in academia, whose goal Is to convert us to a 
socialist form of government, no matter what the cost 

The Fabians chose as their main method perverting our whole society morally, down to 
the point where we would accept socialism. As mentioned previuosly the Fabians were 
able to convince a president of the United States to endorse their plan for converting us 
to socialism by having us join the socialist UN, and now his son is converting us into th 
socialist American Union.. 

Since Roosevelt's research was published in 1964, revealing the truth about (he 
Fabian Socialist conspiracy, this may have triggered a violent reaction by the Fabians 
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Within academifiv as a means of detracting attention away from Roosevelt’s discoveries.ln 
any event, our national aime rates staled Its dramatic increase the next yearjn 
1 965, and continued for six years, until1971... 

One valuable outcome of the Albany, Georgia character corrections program 
in1970-80 was a 1980 hour long documentary describing the program titled 
“Delinquency and Crime-ls the A Soluton?" The video features a typical ex-ofrender. He 
said that when he was a youth, he lacked the character to hold down any job, and 
therefore turned to crime and prison as a way of life, 

The average offender soon discovers that he can cope with prison life, so when 
released he commits another more serious crime, in order to get back in, and to have more 
prestige, ..This explains the very high (96%) recidivism rate with conventional ccdrections found in 
a thorough recidivism study in Wbany Georgia covering 1,500 offenders in the period 1970-80. 

Half had taken conventional cofreclions, and the other half character con-ections under 
Judge Asa Kelley and Attorney Den MacDougald, Jr.;., 

The recidivism study found an average recidivism rate of only 23% for ten years for those 
who had taken character corrections, and the rate dropped to only 18% the last year. 

Almost all of the offenders appearing before Judge Asa Kelley were assigned to take 
character corrections. Judge Kelley used the MMPI psychological test to nelp decide what to do 
with each offender. The MMPI was also used during the character corrections programme help 
insure success with each offender. 

However.the MMPI is a very extensive complicated test designed to help psychiatrists 
determine exactly what type of metal illness a person has,, and is difficult to interpret and 
expensive.. 

.. Since most offenders do not have any form of mental illness, the corroctions aulhorities 
in EL Paso deoded against using the test, and use a character scale and personal interview 
instead.. 

In Goorgia.only those few who were afflicted with extreme cases of deviant behavior were 
sent to state prison, Judge Kelley was proud of the fact that keeping so many offenders in the 
local system had saved the state a lot of money In the prisons. 

Mr ;MacOougald told Stuart that the real reason the county discontinued the program in 
1980 was that it had reduced the demand for drugs so much that the local drug dealers had 
prevailed i 4 )on the county govennment to cancel the program *to save money". Actually canceling 
the program resulted in a large increase in local crime and in the size of the jail population. 

We know that Mexico has a great drug problem, and primarily because of the huge 
demand for drugs m this country. Thus using character corrections here would help reduce the 
number of drug abusers, and would also hetp Mexico, by dramatically reducing the demand for 
drugs 

Modern character theory includes a dear definition of the term, character, originally 
consisting of 6 traits, or attitudes, NCL.Inc; has, for various good reasons, increased this 
number to ten over the past 46 years., 

Character theory is now starting to be put into use with character corrections. 

This began Nov;7“', 2006 when two successful small pilot programs using high risk 
probationers alarted, and graduated Jan.23'^,2007.. 

Now the program is expanding locally. We are planning to indude the local jail 
and juvenile probation in the near future, as well as spreading characterw corrections to 
the other about 100 other local corrections systems in Texes, and into the state prisons.. 
The course being used now was written by Stuart.. and is the first we know of 
based upon modern character theory It also uses the best available methods of teaching people 
to love instead of hating others. 

We encourage others to writo other and hope^Ily better programs,, but still consistent 
with modem character theory. This is a new field.and the present course if the first one based on 
modem charader theory,. The Georgia program is based on a similar theory, and it may be 
posafble to arrange to usa the Georgia program by conttacting one of Dan MacDougald'Jr’s two 
attorney sons, ir Atlanta, GA^ One Is Harry, the other is Dan. MacDougald III., Harry is at (404) 
352 4067 

So as to make it available to the public, a complete description of, Stuart’s course wifi bo 
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includod the appendix of trie new third editron of his book “Moral Health.". Thrs will be available 
in the near future, we hope;, The present second edition of the book Is now availabEe to order from 
any book store, Amazon.com, or 800 434 1 579. 

The about two month program is based upon modem the modern character theoi 7 
described above and is. supplemented by various other secular methods helpful for teaching 
offenders to iove others. The key word is love.. (We use secular methods in the programs, 
partly .to avofd law suits, but also because they are faster and thus less expansive than the 
spiritual programs with which we are famitiar. 

In the ©ahy I990‘s NCLInc. finally convinced the Federal Bureau of Prisons to develop its 
own character corrections type program of 20 classroom hours called “Living Free,’’ However, 
then a new management came in who did not understand character carrections or approve of Che 
program, so it was never properly implemented and has been discontinued. 

Sec. 4 ACCEPTABLE CHARACTER CORRECTIONS PROGRAMS. 

In general any character corrections program consistent with modem character theory 
from, PRAIRIE CITY and NCL,lnc. is acceptable.. States or local coTections organizations are 
encouraged to develop their own versions of character corrections, or to use either Stuart's 
curriculum, or the slightly modified one used in El Paso... In order to avoid possible law suits by 
non>osexuals,,EI Paso decided to eliminate any reference to homosexuals in the program. This is 
not a major change. since either program should work on homosexuals the same as on 
heterosexuals,, and only about 1-2% of the population are homosexuals anyhow. Another 
acceptable program is the one used in Albany, GA frorni 970-00. Contact Mr Harry MacDougaid 
an sttoney in Albany, GA for informaiton 

NCL. Inc. includes homosexuality ir> character theory because, homosexuals are persons 
who nave learned the v^ong attitude lcrwa.'ds sex.and therefore have a character disorder.. With 
proper treatment, most of these people can be either converted into heterosexuals, or at least 
have their promiscuous behavior reduced, and thus lengthen their lives. 

With further experience in treatment and more research the treatment may be further 
improved. Since the official position of psychiatry and hence academia is that here is no such 
thing as character and that homosexuality is normal, .there has been no federally supported 
research on homosexuality for many years. 

NCL'er Dr, Joseph Nicholosi who specializes in treating homosexuals, and his wife have 
written a book on how to prevent children from becoming homosexuals, 

Effective character corrections type programs for misdemeanants are available from the 
National Curriculum Training lnstititu 0 ,(NCTl) POB 60905, Phoenix, A2 85082 1 800 622 1 644, 
Request a copy of the NCTI catalog. The programs are primarily for misdemeanants, and reduce 
recidivism ^rom around 50% to only about 5% 


Sec 5 RESEARCH 

The last major research project on character of which we are aware is PRAIRIE 
CITY, conducted for ten years Just after WWII, in a small town west of Chicago, by a team of 8-1 0 
psychologists and sociologists from the University of Chicago. They conducted a longitudinal 
basic research project on 34 youth from grades 1-10 to discover what character is and to learn 
all about character development. ^ ^ ^ 

Robert F Peck was the principal author of the final report, liBed “The Psychology of 
Character Development" by R.F.Peck, R.J.Havighurst.et a!.1960. Peck needed five years to 
complete analyzing the data and writing the report .finally completed when he was with the 
University of Texas at Austin. 

Since NCL, Inc was organized in 197t Jt has endeavored to keep the research on the theory 
currant We have added four new assumed character traits, for various reasons, subject to 
corrflrmation by a replication of the original research. 

NCL,lrK:. publishes a Character Disdpline^in which it includes all information available on 
character and closely related subjects, such as human relations and the family, . 

Sec G AUTHORIZATION OF APROPRIATIONS 

There are authorized to be appropriated $1 0.000,000 in fiscal 2008 for a replication of the 
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origprial Prairie City research under rrtodern conditions. {The original research was a mirlti-miHion 
dollar research program over a 1 5 year period.) 

There are authorized to bo appropriated for other character research programs $1 5,000, 000, 

These programs would include such things as character corrections, drug treatment and 
other character ralated research, which covers a wide field of character related forms of deviant 
behavior, including how to prevent or treat homosexuality.. 

7 WITHHOLDING FEDERAL FUNDS 

State and local corrections systems which fail to use character corrections will be denied 
federal funds,. 
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